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ABSTRACT
THE BATTLEFIELD : DISCHARGE PLANNING
AND
MULTIDISCIPLINARY TEAM WORK
Discharge planning is remarkable in that despite government legislation and research
which stretches back over twenty years it remains problematic. Furthermore it is an
activity which requires collaboration between health and social care agencies. Indeed
many researchers have highlighted problems associated with collaboration and joint
working, which remain problematic. The aim of this thesis is to explore whether
teamwork and discharge planning are compatible concepts and whether the team process
influences the outcome of discharge decision making. The research design encompasses
a case study approach which focuses on three individual cases within medicine,
orthopaedics and elder care. It was necessary to combine both qualitative and
quantitative techniques which included structured observation (Bales Interaction
Analysis), in-depth interviews (critical incident approach) and a national discharge
survey.
The data from the research found that the social aspects of the discharge process are
often ignored or neglected and that assessments are rarely coordinated. There was
considerable cynicism surrounding multidisciplinary team work and that lack of time
was reported to be the biggest barrier which effected interprofessional working. Non
decision making frequently occurs in teams as professionals are reluctant to voice their
opinions as its members choose not to participate. This is referred to as the
'multidisciplinary orchestration game.'
Research is of little value if it does not make an impact on clinical practice or on health
and social care policy thus the data from the research study was used to formulate a new
model of practice in orthopaedics with fractured neck of femurs using a Delphi survey
(postal questionnaire method) and action research. Despite the implementation of the
interprofessional discharge model, professionals are failing to place the needs of the
patient first the 'multidisciplinary orchestration game' continued. Thus discharge
planning will remain problematic unless many of the problems identified in the study
are resolved.
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CHAPTER ONE
INTRODUCTION TO THE STUDY
The cultural revolution : the third way
In every health care system throughout the world, increasing needs and expectations
continue to outstrip available resources. Changing social policy and scarce resources
effect the delivery of health and social services and higher costs mean shorter stays in
hospital. The 1980s was characterised by an unprecedented cultural change within the
health and social services. It was dominated by the introduction of the internal market,
health care managers, and words such as competition, efficiency, quality, value for
money and fundholding. This coincided with considerable changes which are taking
place in society. This is evident by the growth of private health care, high levels of
unemployment, cuts in public spending, changes in the way the public perceive poverty
and an ageing population (Deacon 1991, Golding 1991, Millar 1991, Caldwell et al
1998). However as the health and social services approach the new millennium many
old problems have not been resolved. These include the recruitment and retention of
nurses, availability of health care resources and providing quality health services to an
ageing population.
The National Health Service cannot provide health care efficiently and effectively
without trained health care professionals. A situation has occurred whereby there is a
chronic shortage of trained nurses and patient's relatives have been asked to help on
wards to lessen the workload on nurses (Tweedie 1999). Health trusts have responded
by recruiting nurses from other countries, such as the Philippines, whilst the goverment
has responded with a national recruitment campaign (Beard 1999). Patients are still
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having to endure long waits on hospital trolleys. The media has exposed stories of
patients being discharged in the middle of the night because the hospital bed was needed
for another more deserving patient (Ellis 1999). The governments' solution to the bed
crisis has been to provide additional funding of £159 million and to increase the number
of intensive care beds in London (Hall and Davies 1999). Although the British Medical
Association still insist that the National Health Service is seven billion pounds under-
funded (Boseley 1999c). To maintain quality standards hit squads will be sent into
hospitals where there are high mortality rates and scandals such as cancer screening
mistakes or excessive costs (Patton 1998). Indeed Warrington hospital became the first
hospital to be censured for poor clinical care by the National Health Service ombudsman
(Home News 1998). However the question that remains unanswered is whether this
really is the best way to solve the long term problems of the National Health Service?
The implementation of prioritising within the National Health Service has become an
acceptable part of its culture. However one health authority prioritising treatment for
patients dying of cancer caused major public disapproval (Hall and Smith 1998). The
debate raged in the media whether Viagra should be available on the National Health
Service. Furthermore this debate has more serious implications since it has become a
battle regarding power. The Evening Standard Editorial used the 'Doctors and Viagra'
debate to attack the power of the medical profession 'Doctors do not run the National
Health Service: taxpayers do. But try telling that to the British Medical Association'
(Editorial 1999:13).
General practitioners have revolted against plans to restrict the National Health Service
prescriptions of Viagra. In response the National Health Confederation which represents
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health authority trusts has warned general practitioners that they could face disciplinary
action if they ignore the government advice (Revill 1999). A new issue in the
prioritising debate occurred when the chairperson of the National Institute for Clinical
Excellence reported that they would have to observe cash constraints. This was
surprising since it had been expected that the agency would focus on what worked best
for patients, irrespective of affordability (Brindle 1999b).
People are living longer and as life expectancy rises so does the rates of disability which
in turn increases the costs for the health and social services (Laing and Buisson 1997).
Despite the trend to maintain people in their own homes there is a growing number of
older people moving into residential homes (Richford 1998). Thus the debate continues
to rage regarding how care for elderly people should be provided. The Royal
Commission on Care of the Elderly has put forward suggestions for radical change
regarding the funding of nursing and residential care. The report sets out a model which
suggests that elderly people should receive free nursing and personal care in care homes,
whilst living and accommodation costs would remain means tested. If this proposal was
implemented then this would have an initial cost of about one billion pounds (Brindle
1999c).
The need for interprofessional collaboration between health and welfare professionals is
well recognised. Community Care legislation has demanded the need for joint working
between the different health and social care agencies. In the hospital setting the range of
professionals involved in the management of the patient varies, not only across
specialities but also within specialities. Teams will vary not only in their composition
and culture, but in their aims and objectives. Consequently to many people, outside of
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the team, it may be difficult to recognise that the team exists. Why is effective
partnership between health and social services so elusive when it is so popular? The
report the NHS, Modern and Dependable (DOH 1997) and Modernising Social Services
(DOH 1998) outline a new health and social services in which collaboration and
partnerships will replace competition, fundholding and the internal market:
'...Our third way for social care moved away from who provides the care, and
places it firmly on the quality of services experienced by individuals and their
carers and families' (DOH 1998:8).
However professionals will continue to work within a culture where demonstrating
value for money is of prime importance (DOH 1997, DOH 1998). Indeed the new
Labour government has endorsed a commitment to team work and integration in many
areas of life. Indeed New Years Eve saw the historic launch of the Euro in an attempt to
encourage European unity despite the many different cultural and political ideologies.
Furthermore the introduction of coalition politics suggest new partnerships between the
different political parties confirming the government commitment to collaboration and
team working.
It could be argued that whilst this concept is supported in theory it is rarely implemented
in the real world. Joint working is not only problematic between different health care
agencies but also transfers those problems into the work places. Disgruntled doctors at
the annual meeting of the British Medical Association in Belfast stated that the
Department of Health had failed to consult them regarding the implementation of new
health care reforms (Boseley 1999c). The problems surrounding interprofessional
working were highlighted when Hillingdon hospital asked general practitioners to stop
referring emergency admissions due to an acute shortage of hospital beds (Cervi 1996).
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The original cause of the problem was thought to be related to a lack of resources. It was
later established that problematic interprofessional collaboration between the bed
managers, social services and the health authority managers was the main cause of the
problem.
It is somewhat ironic that the government has had to introduce an 'enforcer' role into the
cabinet to ensure that all government department polices are coordinated, although 'the
enforcer' role has been unable to stop the internal divides that have troubled the Labour
government. Thus in light of the divisions which have occurred in the cabinet the
'enforcer' has warned the cabinet that they must start working as a team (Reiss 1999).
There is no doubt that the government's aim to improve cooperation is a brave policy
change but one which needs to be examined in relation to the culture of the health and
social services. The first being the existence of weak interprofessional collaboration
which has been present since the birth of the National Health Service (DOH for
Scotland 1959, DHSS 1973, DHSS 1981, DOH 1997). The second is related to the skills
and resources required to function as a team member. Working together in an
interprofessional health care arena requires competence, commitment and the desire and
will to cooperate. It is important not to overlook the fact that the success of teamwork is
dependent on team playing skills, a detailed understanding of the different health and
social care agencies and a willingness to deconstruct protected boundaries and roles.
There is certainly no magic pill or instant solution to improve interprofessional
collaboration, however to understand the problem it is essential to examine and change
current practice if it is to thrive in the 'New' National Health Service.
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Rationale and aims of the study
Despite excessive media interest and government intervention discharge planning
remains problematic and unresolved as the new millennium approaches. Within the 'real
world' the term discharge planning is closely associated with that of multidisciplinary
work. The question that remains unanswered is whether they are compatible concepts?
The impetus for this research resulted from the growing awareness of the need to
address urgently the problems of discharge planning and multidisciplinary teamwork.
As a clinical practitioner it was observed that elder care, acute medicine and
orthopaedics were all actively involved in managing discharges for elderly people but
operated different models of multidisciplinary team work. However, in spite of national
and local innovations all three clinical areas reported difficulties with discharge
planning. Too often research is deemed as ineffective or irrelevant by health care
professionals as the results are rarely implemented into clinical practice (Cohen 1979,
Schindele 1981), and so the need to design a relevant appropriate acceptable study
which could enhance clinical practice, was a driving force.
As a clinical practitioner it became increasingly evident that team members were pre-
occupied with 'getting the patient out by any means' within a limited time frame. Conflict
with other team members became more frequent and relationships with other professionals
were often strained and difficult. Indeed it was a major achievement if one was able to
accomplish a day without being involved in a conflict situation. This was not only de-
moralising but challenged one's personal ethics with respect to patients who (through no
fault of their own) may be labelled as 'bed blockers' or 'problematic.'
A series of question needed to be answered:
(1)	 How do multidisciplinary teams affect the discharge process?
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(2) How do multidisciplinary teams make decisions?
(3) How do professionals perceive their role within the team?
(4) What are the professionals' and patients' perceptions of the discharge
process and multidisciplinary team work?
These were all problems which originated in clinical practice and such investigations
which take place in the 'real world' have to be acceptable to both clinicians, managers,
politicians and patients. Furthermore as a practitioner one is able to bring personal
insight into the research design and a sense of 'reality.' This enables the researcher not
only to understand the real nature of the problem but to implement change which is not
only based on evidence but can be incorporated into clinical practice. Researchers need
to be aware that results may not always be perceived in a positive way.
The aims of the study were to:
(1) Critically analyse patients' perceptions of the discharge model
utilised within orthopaedic, elder care and medical wards.
(2) Critically analyse the decision making process within the various
specialities in the area of discharge planning.
(3) Critically analyse multidisciplinary team members' perceptions of their own
role within the discharge process.
(4) To develop, implement and evaluate a discharge model
(5) To publish widely the results of the research.
The research took place in a London teaching hospital which serves a diverse population
and provides acute, maternity and elder care services. The organisation is divided into
directorates each managed by a clinical director. The elder care wards were located at
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another hospital which was situated in another local authority and approximately fifteen
minutes journey away from the main hospital. This hospital has recently been
modernised but the stigma of being the 'old work house' remains. There is no accident
and emergency department at this hospital although there is a minor injury unit. During
the research study considerable change occurred, this included the appointment of a
chief executive and a restricting of the directorates. There is no doubt that it would not
have been possible to begin the research whist this change process was occurring.
It is important to note that in London, discharge planners face additional problems due
to social, economic and environmental factors. Elderly people who live in London are
among the most deprived and experience above average levels of ill health (Victor
1996). Housing is often problematic particularly as renting remains common place,
often with poor amenities. Kenny (1996a) found that the provision of home care was
19% higher in London than in England overall which may be accounted for by out-
migration by younger relatives. The picture is further complicated by the effects of the
high property prices that have influenced the low number of independent sector nursing
homes. This may account for the time which patients face waiting for placement. In
addition the number of social service staff in London has decreased by 12% which may
account for delays in assessments (Kenny 19961)).
Outline of the development of the thesis
Following on from the rationale and aims of the research discussed in this chapter,
chapter two will examine whether multidisciplinary teams are the most effective way of
managing discharge planning within a dynamic and ever changing health and social care
world. It examines the key characteristics in multidisciplinary team work which will
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include health care professionals themselves, their organisation, its culture and the
patient. It will consider whether the culture of an organisation affects interprofessional
working and in turn the discharge process.
Chapter three : This chapter will examine whether multidisciplinary teams are the most
effective way of managing discharge planning within a dynamic and ever changing
health and social care world. It examines the key characteristics in multidisciplinary
team work which will include health care professionals themselves, their organisation,
its culture and the patient. It will consider whether the culture of an organisation affects
interprofessional working and in turn the discharge process.
Chapter four : This chapter will critically analyse the research methods used within the
study, the rationale for the research methods, ethical considerations, data collection
process, and include an analysis regarding the credibility of the research data. The research
design encompasses a case study approach which focuses on three individual cases within
medicine, orthopaedics and elder care. To accomplish the objectives of the research it was
carried out in five phases. Phase one to three used the Bales Interaction Analysis to record
interactions which occurred in team meetings. Phase four investigated patients' and
professionals' perception of the team and discharge process using the critical incident
approach. Phase five was a national discharge survey which was conducted to compare the
structure, purpose and constraints of multidisciplinary team work across the United
Kingdom. Difficulties which were encountered during the study will be examined along
with the strategies used to overcome these problems. This in turn allows other researchers
to trace the decision making of the researcher which enables them to judge the quality and
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credibility of the research design (Rodgers and Cowles 1993). Pseudonyms have been used
throughout to maintain confidentiality.
Chapter five : This chapter presents and discusses the findings from the research study
exploring the concept of discharge decision making and multidisciplinary team work
within the specialities of medicine, orthopaedics and elder care.
Chapter six : This chapter will discuss the implementation of a new interprofessional
discharge model for patients admitted with fractured neck of femurs. Using an action
research approach it will outline how the model was formulated, implemented and
evaluated. A Delphi survey was instigated to represent professionals opinions regarding
the formulation of an interprofessional model based on the research data. The emphasis
will be on understanding the increasing role of interprofessional collaboration in
ensuring that discharges are managed successfully. The 1990s have seen a demand for
better, easier and safer health care. The expectations of patients are increasing which
reflects the general trend towards listening to the customer. It was anticipated that by
strengthening interprofessional working this would in turn improve the quality of care.
Chapter seven : The major findings of the study are discussed which include
recommendations to improve practice and potential research topics for future
consideration.
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CHAPTER TWO
A CRITICAL REVIEW OF THE LITERATURE
DISCHARGE PLANNING AND MULTIDISCIPLINARY TEAM WORK.
A MARRIAGE OF LOVE OR OF CONVENIENCE?
Discharging patients from acute hospital care
As early as 1970 health care professionals have expressed concern regarding the
discharge process (Skeet 1970, Hirst 1976). It is remarkable that these fears have not
diminished as we approach the new millennium. In clinical practice the discharge
process can be interpreted in many different ways which perhaps accounts for the wide
variations in length of stay within the same diagnostic group. Hospital discharge
arrangements involve bridging the gap between hospital and home. It has been
suggested that improvements in discharge procedures could be made if hospital staff
stopped thinking in terms of 'discharging' patients and more in terms of transferring
them back into the community (Saddington 1985).
The discharge process is complicated by an absence of a definition which is consistent
in defining the purpose and aims of discharge planning. In fact most articles do not even
define this concept (Fritsch-deBruyn and Cunningham 1990, McBride 1995). Mamon et
al (1992:156) begin to define discharge planning `.... As the primary means to ensure
that patients needs will be met in the post discharge environment.' Armitage (1985:26)
defines it as 'A stage in patient care situated towards one end of a continuum which is
both a period of preparation and from which there are consequences.' The American
Hospital Association (1974:1) define it as the 'Centralised, coordinated program that
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has been developed by a health care institution to ensure that each patient has a
planned program for needed care and or follow-up.' The only common element within
all three definitions is that there is a period of pre-planning to ensure that the patient's
needs are met. The American Hospital Association (1974) has stressed the importance
of coordination and may involve organising further medical intervention such as
rehabilitation once the acute phase is completed. All three definitions fail to emphasise
that it is a team approach, who is involved in the process and the role of the patient.
Thus it is suggested that discharge planning should be defined as:
'An interdisciplinary process which is dependent on collaboration and
coordination between the patient and health and social care agencies to ensure
that both the patient's needs and the team's goals are met once the acute phase
is resolved'.
When discussing the discharge process it is essential to take into account it is not a
single isolated event but a linear process. For example it involves the process of
admission and the documentation of the expected problem(s) and outcome, the referral
process, the multidisciplinary assessment process, the setting of goals, the planning of
interventions, the implementation of the plan, evaluation, discharge and finally the
evaluation of the discharge.
Since the introduction of the NHS Community Care Act, discharge planning has
matured from having a relatively unknown identity into a 'new' speciality. The winters
of 1998 and 1999 are remarkable in that it actively encouraged the innovation of
collaborative discharge bids which were made possible by the receipt of an extra three
hundred million pounds to assist them through Labour's first winter (Department of
Health Press Release June 12 1997, Hall and Davies 1999). The hospital trusts which
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wished to develop discharge services from winter pressure money soon realised that
bids had to be interprofessional in order to be successful. These have included an
Intermediate Care Team in South Manchester to provide care and rehabilitation to
patients and a team to prevent admissions at the Royal Hospital Trust (Millar 1998).
Hence the realisation that interprofessional discharge planning is not only 'politically
correct, but politically popular' despite the lack of evidence demonstrating that the team
approach is the most effective method to plan a discharge. In addition the literature is
dominated by the problems associated with interprofessional working and inter-agency
collaboration between health, social and primary care (Bowling and Betts 1984, Harding
1987, Black 1990). Moreover researchers when exploring communication and hospital
coordination have neglected to explore the culture of the professions and their own
professional perceptions of their role within the discharge process. They has been a
tendency to focus on specific aspects of the process such as communication,
documentation and a tendency to neglect the primary causes of organisational factors
which have a direct impact on the discharge process (Ashley 1981, Waters 1987, Audit
Commission 1992a). Researchers have failed to examine the process as a whole, thus
there is a need for 'holistic discharge research'.
The importance of discharge planning increases when acutely ill patients are waiting for
more than 24 hours for hospital beds (Brindle 1999a). In particular one needs to
acknowledge that 13, 000 (24%) elder care beds have been closed and the effects of the
internal market which emphasised value for money through efficiency and effectiveness
(Department of Health Statistics 1993). It is possible to draw comparisons with the
United States of American where the introduction of the Medicare prospective payment
system has resulted in patients being discharged in a less stable and less recovered
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condition (Kahn et al 1990). In response health care trusts must determine whether early
discharges are possible. Early discharge is defined as 'As soon post operatively as the
patient can be safely managed within the home surroundings' (Devlin 1977 . 128). It is
important to define the term 'safely manage' since this may be open to mis-
interpretation. For example does this mean dependent on services at the expense of
maintaining independence. Hence the phrase 'quicker and sicker' which reflects the
shortening length of hospital stays for all types of patients. It is essential that health and
social services carefully select those patients who are suitable for early discharge since
one needs to consider the effects of early discharge to the patient, their family and on
community services (Drury et al 1973, Editorial 1975). It is remarkable that the
difference in length of stay is only 1.5 days between those patients who live alone and
those who live with others. This demonstrates the lack of care placed on the individual
needs of the elderly person. Moreover those elderly people who live alone were more
likely to return to an uncomfortable environment, without heating, lacking basic food
items, and were less likely to have someone waiting for them at home (Harding and
Modell 1989).
It has been suggested that the effect of early discharge planning may have little impact
on the length of hospital stay as the length of stay is more specific to the admitting
diagnosis than to the discharge plan (Cable and Mayers 1982, Clarke 1996). A pilot
study by Naylor (1990) concluded that discharge planning increased the length of stay
for subjects with congestive heart failure, decreased the length of stay for patients with
cerebrovascular accidents, and had little influence on the length of stay for patients with
fractured hips. It has been suggested that further research is required to establish the
appropriate length of stay (Townsend 1994), whilst Clarke (1996) reports that ideally
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patient's needs, and particularly their speed of post operative recovery, should be the
main factors determining their length of stay. Schuman et al (1976) studied the impact
of a nursing team approach on the length of stay on a medical teaching ward. The
researchers were able to conclude that the decrease in length of stay after
implementation of the modified plan was not significant.
Various measures are used by researchers to determine the quality of the discharge.
These range from survival and discharge destination to standardised functional
assessments (Nolan 1998). Moreover it has been argued that outcome measures should
reflect the perspective of the patient rather than the professional (Schultz and
Williamson 1993, Laman and LanIchorst 1994, Mechanic 1995). Which appear to
support the argument by Renwick and Friefield (1996) that quality of life scales should
be used as the primary indicator. It is noticeable that the innovators of new discharge
schemes have been slow to produce evidence which demonstrate their effectiveness,
how they influence the discharge process and whether they offer value for money. One
exception is the Peterborough Hospital and Home Scheme which calculated that
average length of stay was shorter for the Hospital and Home Scheme (17.5 days)
compared to normal practice (27.1 days). There was a better outcome in the patients'
functional levels after six weeks for the Hospital and Home Scheme patients although
there was no difference six months after discharge (Knowelden et al 1988). The
evaluation of schemes are difficult due to the short term funding of such schemes and
the problems associated with funding comparable controls (Townsend 1994). There is a
noticeable lack of published research that shows the benefits of occupational therapists
and 'rapid response' teams in Accident and Emergency departments which aim to
facilitate early discharge. Therefore the question still remains as to whether they are of
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actual benefit to the patient and or the health organisation. Thus trusts need to invest in
long term research studies which investigate the efficiencies and / or effectiveness of
such schemes
Preparation for discharge
In order to 'kick start' the discharge process it is suggested it should begin as early as
possible since it allows potential problems to be identified (BGS and ADSS 1989, DOH
1989b, Audit Commission 1995a). There is considerable evidence that this rarely occurs
in practice (McBride 1995). Whilst there is a general consensus that the process should
begin as the patients actually arrive within the Accident and Emergency Department, in
clinical practice does not appear to happen (Atwal 1995, Audit Commission 1995a). It is
essential that discharge plans are accurate, since in many cases it will determine whether
a patient can be discharged home, whether additional rehabilitation is required or
whether a nursing or a residential home is more appropriate. Health care professionals
must take responsibility for the outcome of the discharge plan since it is dependent on
the individual skill(s) of each member of the health care team. A survey by Bennett et al
(1995) of older persons in nursing homes found that many had been wrongly assessed.
Williams and Fitton (1988) concluded that 58% of unplanned re-admissions could have
been prevented if more effective action had been taken in the preparation and timing of
the discharge. Similarly a study by Jones et al (1989) found that although 60% of older
persons were assessed as needing assistance from social services only 19% were
actually referred by the hospital to community services. A study by Rubin and Davies
(1975) concluded that late identification of patients with rehabilitation needs resulted in
them being labelled as 'bed blockers.'
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Throughout the discharge process it is imperative that the social diagnosis runs parallel
with the medical diagnosis as this ensures a holistic approach to discharge planning,
ensures that the appropriate referrals are made, and enables discharge plans to be
formulated. However there is evidence which suggests that the social aspects of the
discharge process are often ignored or neglected (Black et al 1989, Audit Commission
1992a, Oktay et al 1992, King and MacMillan 1994, NHS Executive 1994). This is
also reflected in multidisciplinary meetings where health care professionals may appear
to be reluctant to discuss social issues. Fewtrell and Toms (1985) established that
occupational therapists who participated in psychiatric ward rounds spoke about medical
issues rather than social or functional problems. Similarly Rintala (1986) found that on a
multidisciplinary ward in a rehabilitation setting the physical content of interactions was
overemphasised (65%) whilst the psychosocial area was under emphasised (14%).
The referral process
The referral process allows members of the multidisciplinary team to manage aspects of
the patient's care. It is where interprofessional liaison comes into its own and when
interprofessional relationships are at their most strained. Indeed the assessment part of
the discharge process is punctuated by professional decision making at crucial stages,
since the referral process can be broken down into three areas - who, why, and when
(Cass 1978). The 'who' part of the process is dependent on the referrer's knowledge
regarding the roles of multidisciplinary team members. The 'why' is dependent on the
referrer's perception of the problem. The 'when' refers to the timing of the discharge
influencing the speed at which members of the multidisciplinary team respond to the
referral. A study by Evans et al (1989) examined the effect of two different systems of
discharge planning on the length of stay in two hospital wings. In the experimental wing
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physicians and nurses were asked to refer patients within a set time period whilst in the
control wing no referral time was specified. The result showed a length of stay five days
shorter in the experimental wing.
To assist professionals to identify patients that will require complex discharge planning
'high risk' screening categories have been identified (Rehr et al 1980, Coulton 1985,
Wolock and Schlesinger 1986). Coulton (1988) emphasised that effective screening
does not result in early interventions since early interventions do not necessarily result
in the hoped for outcomes. The screening categories differ in what are regarded as 'risk'
factors and it is perhaps hardly surprising that all patients aged 65 and over are referred
automatically to members of the multidisciplinary team. Rehr et al (1980) and Coulton
(1985) are in agreement that the patient is at risk if aged over 80 years of age, is
critically ill or transferred to or from another institution, and the patient has frequent
admissions. Wolock and Schlesinger (1986) unlike Coulton (1985) and Rehr et al
(1980) identified those patients at social risk who are likely to have prolonged stays,
likely to experience psycho-social and medical difficulties after discharge, patients
whose post-hospital care is at risk as a result of gaps in resources, patients whose
hospitalisation is related to identified public health problems and patients expected to
have difficulties in hospital related to their response to the illness. Coulton (1985)
identifies the following which are not identified by Rehr et al (1980) and Wolock and
Schlesinger (1986) those patients who have difficulties performing activities of daily
living and do not have at least one significant other to help with these activities, patients
who display non-compliance with medical regimens, patients with a documented
psychiatric disorder or symptoms of psychic distress, patients with a recent history of
significant loss and patients who make repeated medical visits for somatic complaints
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with a 'high emotional content.' It is significant that neither Coulton, Wolock and
Schlesinger nor Rehr et al place specific emphasis upon the carer.
Documentation
To gain an accurate picture it is essential that the results of the assessments are
coordinated and that joint goals are set. It is often difficult to retrieve information from
other agencies since different records are held by different health care providers.
Furthermore within one health care speciality different records will be generated by
doctors, nurses, social workers and therapists. Thus communication is often
problematic and care can become disjointed. The patient is disadvantaged as there is no
complete record of their clinical history or treatment. Various tools have been suggested
which facilitate patients and professionals movement across the various boundaries of
health care which include The Health and Social Care Passport, Smart Cards and Care
Cards (Henwood 1992). However such tools are dependent on technology and it has
been has been acknowledged that the Health Service has been slow to implement new
technology (DOH 1997). Furthermore such tools will not improve the actually quality of
the documentation.
The quality of medical records has been widely criticised. Kay et al (1991) have
emphasised the need for a structured framework to improve the current manual record.
Furthermore it is one of the main targets for audit by the Royal College of Physicians
(Royal College of Physicians 1989a). Particular areas of concern have been reported
regarding the documentation of progress (Black et al 1989, Audit Commission 1992b,
Oktay 1992, King and MacMillan 1994, NHS Executive 1994). It is remarkable that the
Department of Health offers no guidance as to the precise details of the content of the
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medical record, with the exception of midwifery (Williams et al 1993). Whilst there has
been a trend to implement multidisciplinary notes this has been undermined by
physiotherapists, social workers and occupational therapists who still insist on
maintaining their own notes (D'Sa 1995). It is suggested that to encourage
interprofessional working all documentation has to be integrated which is a necessity for
collaboration. The potential benefits include a reduction in the amount of duplication
and improved communication (Williams et al 1993). Moreover the collaborative care
planning scheme in the West Midlands identified potential benefits to the patient. These
included improved quality of care through patient involvement in planning of care,
better patient education, improved admission procedures, and improved discharge
procedures (Finnegan 1991). In addition the use of shared language is a prerequisite to
communicating information about individual patients and their care throughout the
National Health Service (Buckland 1993, Swayne 1993). Thus it is essential that
professionals use terminology which is both familiar and widely understood. For
example the word independent can be interpreted in many different ways.
If patients are to be equal partners then surely they have the right to access their medical
records and make additional comments. Weed (1969) regards patients records as the
tool which facilitates the accomplishment of the goals set for and with the patient.
GilIon (1991) discussed the benefits and disadvantages of this concept. The
disadvantages are that the language used by professionals may be offensive to patients,
secondly the patient may misunderstand the content. For example a patient who was
confused on admission may be horrified to learn that the team had referred him or her to
a psycho-geriatrician. Strasser (1987) argues that doctors may examine every word
within the medical record because of possible litigation which may effect the doctor /
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patient relationship. These can be easily rectified by being sensitive and more aware of
language and by making time to discuss the contents of the medical notes. The benefits
of allowing patients access to documentation include them being better informed about
their care which in turn increases rapport between staff and patients, encourages
patients to assume more responsibility for their own health care and confidentiality of
their records (Essex et al 1990, Audit Commission 1995b, Grange et al 1998).
Rehabilitation
Rehabilitation is an essential part of the discharge process and can significantly
influence the outcome of the discharge (Graham and Liverley 1983). It is often regarded
as the only solution to solve the multiple problems of elderly people (Robinson 1997).
There is evidence which illustrates the low priority which is placed on rehabilitation and
the considerable disadvantages experienced by older persons. These studies suggested
that rehabilitation services lacked coordination and exposed weak interprofessional
communication (Robinson and Batstone 1996). There also appears to be confusion
surrounding the term rehabilitation since it appears to mean different things to different
professionals (Robinson and Batstone 1996, Robinson 1997). Therefore it is hardly
surprising this concept is misunderstood when used within clinical practice.
Thus particular attention should be paid to how post-operative care is organised for
older people. Ortho-geriatric units have been advocated although in a prospective
randomised trial it was concluded that there was no difference in mortality, place of
discharge, or length of stay although there was a higher recognition of medical
conditions for those patients admitted to the othogeriatric unit (Gilchrist et al 1988). In
addition older care teams have been found to use a greater amount of services (Katz et al
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1975, Pendarvis and Grinnell 1981, Campion et al 1983). In the real world the
advantages of elder care rehabilitation is sold to the patient whilst in reality the acute
bed is required for another patient (Audit Commission 1995a). This supports the
suggestion that elder care medicine continues to exists not to improve the care of ill
elderly people but to cope with the operational problems which appeared in the early
National Health Service (Royal College of Physicians 1994b).
It is remarkable that studies have ignored the important variable that rehabilitation may
be restricted by the nationwide shortage of therapists (Audit Commission 1995a).
Gilchrist et at (1988) in their study failed to report whether groups of patients within the
different specialities received more or less physiotherapy, occupational therapy and
social work prior to their discharge. However Kennie et at (1988) in a study
investigating the effectiveness of elder care rehabilitation following a fractured neck of
femur reported that it was not possible to compare the amount of physiotherapy received
by the control and experiment group.
Organisational battles
The culture and organisation of a hospital can have a significant effect on
interprofessional behaviour and the delivery of care (Kinston 1983). Gilmore et al
(1974) found that lack of time and opportunity to meet led to misunderstandings
between team members. A valuable currency of the National Health Service is not only
its personnel but the number of unoccupied hospital beds (NHS Executive 1994,
Hudson et al 1995). Furthermore Chapman et at (1994) found that in the event of a bed
crisis discharge planning was abandoned. It is evident that general practitioners believe
social services departments are bureaucratic, unreliable and failing to deliver services
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properly (Henderson 1992). In contrast social workers have described General
Practitioners as elitist, unable to adopt a holistic view of peoples needs and not prepared
to accept social workers as professionals in their own right (Stevenson and Parsloe
1978).
Health care trusts face a constant struggle to deliver quality services which meet the
expectations of their consumers. Considerable improvements in the discharge process
can be achieved through organisational change. The in-house problems which hinder the
discharge process include delays in the funding of long term places (Audit Commission
1992a), problems related to pharmacy (Farag and Tinker 1985, Audit Commission
1992a), length of time which patients must wait for appointments, length of time in
getting tests analysed or the results (Audit Commission 1992a, NHS Executive 1994),
transport delays (Hurley and Chapman 1991, Neill and Williams 1992, NHS Executive
1994), timing and frequency of the ward round and its structure which can actually
inhibit patients from expressing their opinions (Farag and Tinker 1985, Audit
Commission 1992a, Tierney et al 1994), poorly organised or inappropriate admissions,
(Audit Commission 1992a, Audit Commission 1995b) inappropriate placement on
inappropriate wards (Farag and Tinker 1985, Audit Commission 1992a, NHS Executive
1994, Hudson et al 1995, Houghton 1996a) and assessment delays (NHS Executive
1994, Houghton 1996a).
Whilst necessary organisational improvements are identified by researchers there is a
lack of evidence which demonstrates the effectiveness of these changes or whether these
changes indeed have been implemented. Furthermore it is suggested that researchers
have neglected to research the effects of health service rotations and the incompatible
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working hours of therapists, care managers and nurses. There is a lack of evidence
within the literature of researchers performing repeat studies to ascertain whether
recommendations made by the study have resulted in any noticeable changes. A rare
exception is Phillipson and Williams (1995) who have taken a pro-active approach by
using five workshops within five geographical areas to make the link between research
findings and everyday practice. However it is unclear how the data from the workshops
will be activated within the clinical settings. In the literature one reads about the success
of new innovations which have only recently been implemented. However the
researchers do not provide long term evidence before others are wanting to replicate
such schemes. In particular this include the introduction of 'hotel wards' which are
designed to accommodate patients who have only social need and 'departure lounges'
which enable the bed to be declared as vacant (Davies 1990a). Moreover whilst many
of these problems are found within the roots of the organisation the majority appear to
involve decision making and communication. For example the delay in pharmacy may
have occurred because the nurse and the doctor did not communicate the decision that
the patient could be discharged. Furthermore the delay in long term funding may be due
to a conflict of interest between the health and social services.
Interprofessional collaboration
Interprofessional collaboration has been acknowledged as an essential part of discharge
planning since discharge problems are caused by poor communication and coordination
between hospital and community based professionals (Marks 1991, Gregory 1992).
Problems are exacerbated by involvement of different agencies and carers (both formal
and informal) because each agency has specific responsibility for specific aspects of
health and social care (Audit Commission 1995a, Proctor et al 1996, Audit Commission
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1997). Clark et al (1996) found that the reliance upon social services technicians to fit
minor adaptations could lead to interprofessional conflict and to situations where
individuals had to manage without necessary aids at home. Prior to the implementation
of the NHS Community Care Act collaboration between the health and social services
was reported as being problematic and thwarted with difficulties (DHSS 1969, DHSS
1981, DHSS 1986, DHSS 1989a). Some areas of concern have been highlighted in
relation to interprofessional and inter-agency communication (Levine et al 1963, Webb
1991, Fairhurst et al 1996), role expectations (Price 1986, Victor et al 1993), power
differences (Benson 1975, Aldrich 1979, Robinson 1994), and professional ideologies
(Robinson 1994). These concerns have been found to lead to interprofessional conflict
and tensions. However the literature does not address how conflicts and differences of
opinion are managed within the 'real world' and what effect they may have on
interprofesssional relationships and collaboration.
There is considerable confusion surrounding the issue of role responsibility once a
patient is discharged from hospital (Victor et al 1993). A problematic area is regarding
the weak and often delayed communication with general practitioners prior to a patients
discharge (Sandler and Mitchell 1987, Williams and Fitton 1990). This may account for
the failure of general practitioners to visit patients after discharge. A visit on discharge
would enable professionals to evaluate the effectiveness of the process and would
appear to be supported by research which suggests that a principal reason for re-
admissions is the failure of services to be implemented (Graham and Livesley 1983,
Williams and Fitton 1988, Kadushin and Kulys 1993). The picture is further
complicated by the conflicting evidence as to when a post-discharge visit should occur.
A study by Lough (1996) reported that the two week transition period for the elderly
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participants of the study could be characterised as 'tentative' whilst Graham and
Livesley (1983) concluded that re-admissions were most likely to occur two weeks after
discharge. Nasar and Millard (1981) state that the most vulnerable time is within 48
hours of discharge.
The use of modern technology can resolve many of these difficulties by faxing
discharge summaries as opposed to being posted. The content of discharge letters are of
particular importance. In a survey 98% of general practitioners reported that that details
of suggested after care was important whilst 86% considered the social history to be
irrelevant (Porter and Chapple 1985). The researchers do not explore the implications of
these finding but they are surprising since this either demonstrates a disinterest in the
social aspect of their patients' care, that they do not regard it as their role, or that they
have already a detailed knowledge of their patients.
The perception of professionals
The professionals' perception of the discharge process has been relatively ignored by
researchers in comparison with patient satisfaction research, even though both may be
equally enlightening. There is a noticeable absence of the opinions from the professions
allied to medicine with investigators predominately obtaining the opinions from nurses
(Chapman et al 1994, Fairhurst et al 1996, Godfrey and Moore 1996). It is
acknowledged that the nursing profession is a considerably large group within the health
and social services. Some researchers have attempted a wider sampling range involving
professionals both from the hospital and the community which enabled the researchers
to look at a broad spectrum of opinion (Price 1986, Godfrey and Moore 1996).
Unfortunately one should note that the response rates from professionals is relatively
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low (Chapman et al 1994, Fairhurst et al 1996). Also it has been suggested that
professionals who responded are likely to be more knowledgeable and more diligent
with regard to the discharge process than non-respondents (Chapman et al 1994). A
further weakness of similar studies relates to the identification of the research sample
which leaves them open to criticism (Price 1986, Godfrey and Moore 1996)
Professionals may feel that they are obliged to participate, are nominated by their
manager or have a hidden agenda for wishing to participate. Rather surprisingly, the
issue of confidentiality is not discussed by many researchers. Robinson (1994) is one
of the few researchers who reports that respondents were recruited using the telephone.
Interprofessional collaboration and discharge planning
Multidisciplinary teams are firmly rooted within the health and social services which
include elder care (Evers 1981, Campion et al 1983), primary health care (Parker 1972,
Gilmore et al 1974, Gregson et al 1991), paediatrics (Wise et al 1974, Beller 1979),
special needs (Brill 1976) and psychiatry (Fewtrell and Toms 1985). They were
formulated in order to respond to the changes which were occurring in medicine in the
1950s and 1960s, namely the growth of 'holistic' medicine (Brown 1982). Teams were
perceived to be the most effective means to manage the patients' social, medical,
psychological, cognitive, environmental and rehabilitative needs. Fenwick (1979) cites
the positive aspects of interdisciplinary teams. Namely that they facilitate
communication, problem-solving and decision-making for patient care. Moreover a
common format of thinking through patients problems helps direct the team's
perception of the patients problems.
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The success of the integration of holistic medicine into health and social services has
exacerbated the need to 'divide and coordinate' tasks. The primary reason being that it
has become impossible for professionals to deliver health care in isolation (Schein
1972, Ducanis and Golin 1979, Mariano 1989). The consensus in relation to the value of
holistic health care is evident from the existence of this concept within all areas of the
health and social services. Indeed all professions would claim that they manage the
patient 'holistically'. It is remarkable that there are considerable variances in this
concept which may account for the differences in team structure, membership and
philosophy within clinical practice.
There is evidence which has demonstrated that the type and amount of multidisciplinary
working can be attributed to the clinical speciality. A national survey of 119 wards in
17 acute hospitals found that 79% of medical wards reported having multidisciplinary
meetings to discuss individual patients, compared with 58% of orthopaedic wards and
54% of surgical wards (Adams and Bond 1997). Within the health and social services
the term multidisciplinary is used to denote almost any form of cooperation between
professionals and agencies. Hence multidisciplinary team work may be regarded as
everyone performing his or her own thing with little or no awareness of other disciplines
work. A head of nursing cited in Greener-Temkin (1983:647) did not feel comfortable
using the word team because '..Of its confusing meaning'. Thus professionals may feel
that they are members of a team in name only. Moreover it is not the concept of holistic
care which is problematic but rather the actual implementation of the team concept.
It has been suggested that multidisciplinary teams are in fact groups and to regard them
as teams is misleading and causes unnecessary confusion (Batchelor and McFarlane
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1980). Thus it is essential to compare and examine the components of both a group and
of a multidisciplinary team. Cartwright and Zander (1970) analysed the various
definitions and the elements which characterise groups. The elements identified were
that they engage in frequent interaction; they define themselves as members; they are
defined by others as belonging to the group; they share norms concerning matters of
interest; they participate in a system of interlocking roles; they find the group to be
rewarding, they pursue promotively; they have a collective perception of unity and they
tend to act in a unitary manner towards the environment. The definitions of teamwork
were analysed for their key components (Gilmore et al 1974, Appleyard and Maden
1979, Bruce 1980, Lowe and Herranen 1981, Nason 1983, Yoshida 1983, CCETSW
1989, Vaughan 1989, Jones 1992). These were that the team must have a natural reason
for working together; the members of the team must be mutually dependent upon each
others experience, abilities and commitment in order to fulfil mutual objectives and
team members must be committed to the idea that working together leads to more
effective decisions. Thus groups and teams have common components namely a focus
of a common purpose, separate skills of the individual, process of communication, and
cooperation. However the key difference is how these variables are actually
implemented within a team. It is perhaps for this reason that Brill (1976:22) has created
a framework of general principles that are basic to all teamwork:
'A team is a group of people whom possesses particular expertise each of whom
Is responsible for making individual decisions; who together hold a common
purpose: who meet together to communicate, collaborate and consolidate
knowledge, from which plans are, made, actions determined and future decisions
influenced.'
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Further confusion has arisen from the miscellaneous terms which have been used to
represent the multidisciplinary team concept (Szasz 1970, Coleman 1982, Mariano
1989, Wood and Gray 1991). The reason being that the resemblance of a 'team' masks
the range and complexity possible in interdisciplinary interaction and cooperation (Kane
1983, Gregson et al 1991). Greener-Temkin (1983:647) cites a physician who stated that
' The frequent use of words like teams and collegiality comes when these kinds of
organisational characteristics are desired but are absent.' Researcher have introduced
concepts that are process based as opposed to concept based which include the terms
'collaboration' and `interprofessione(Leathard 1990). Thus it is essential to explore the
many definitions in order to ascertain whether these terms are distinguishable or one and
the same. There have been many attempts to define collaboration which, once again like
the term multidisciplinary, can be defined according to those implementing the concept
which has resulted in a superficial definition (Kraus 1980). Webb (1986:155) refers to
collaboration as:
The pursuit of a coordinated course of actions usually through face to face
interaction by means of achieving consensus about afield of interests and
goals which are to be furthered by mutually acceptable means.'
Armitage (1983) has introduced a taxonomy of collaboration within five stages which is
helpful since it measures and defines collaboration. The first stage includes isolation
where members never meet, talk or write to one another. The second stage is where
members communicate with each other but do not interact meaningfully. The third stage
is concerned with communication which includes the exchange of information. The
fourth stage is partial collaboration where members who act on that information
sympathetically participate in patterns of joint working and subscribe to the general
objectives as others on a one-to-one basis in the same organisation. The fifth stage is full
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collaboration which occurs in an organisation where the work of all members is fully
integrated.
Whilst the definition proposed by Brill (1976) is of use to academics and theorists it has
little influence in the 'the real world' since it lacks an 'operational' framework.
Moreover it does not actually state 'how' it can be achieved. Woodcock and Francis
(1981) outline their 'building blocks' of team effectiveness in terms of objectives and
agreed goals, openness and confrontation, support and trust, cooperation and conflict,
procedures, leadership, regular review, individual development and sound inter-
relations. Thus to compensate for the flexible use of the term multidisciplinary it has
expanded and replaced by the term interdisciplinary which has been defined as:
'A group of persons who are all trained in the use of different tools and
concepts among whom there is organised division of labour around a common
problem, with each member issuing his own tools, with continuous
communication and re-examination of postulates in terms of the limitations
provided by the work of other members and often with group responsibility for
the final product' (Luski 1958:9-10).
The change of emphasis is on the team sharing responsibility as opposed to a specific
individual and an emphasis on continuing communication rather then on single
purposeful interactions. The major disadvantage of this approach is that is an idealistic
concept and is dependent on professionals supporting the concept of overlapping roles,
and working closely as a fully functional team.
The term multidisciplinary has further evolved into the 'integrative' and the
`transdisciplinary' approach which is the most advanced and sophisticated form of
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teamwork (Woodruf and McGoniegel 1988, Orelove and Sobsey 1991). The unique
features of an integrative team is that the whole team makes decisions together, that
professionalism is levelled and that there is shifting leadership focus according to the
needs of a particular patient (United Cerebral Palsy 1976). The concept central to both
these models is that of role blurring and role release (Lyon and Lyon 1980). Thus each
individual member of the team is involved in a role extension that is improving the
clinical knowledge skills in one discipline. Each member of the team is involved in role
enrichment which entails learning about other roles and disciplines, whilst role
exchange is learning and beginning to implement techniques from other disciplines.
Once these skills are acquired they are then released, which involves putting newly
acquired techniques into practice with consultation from team members. In addition
other members of the team offer role support in order to allow the role expansion to be
successful.
The key aspects of interdisciplinary, integrative and transdisciplinary models are the
foundation of 'patient focused care.' Heyman and Culling (1994:3) point out that there
is no single definition for patient focused care or patient-centred care `....Their thrust is
to shorten or eliminate process steps and ease administration and coordination burden
through limiting the number of staff involved with each patient.' It calls for traditional
professional skill boundaries to be re-appraised, the roles of staff to be re-designed and
cross-skilling and multi-skilling which allows members of care teams to deliver a wide
range of services according to the patient's needs and requirements (Lehmann-Spitzer
and Yahn 1992). Hurst (cited in Brindle 1998) found that nurses were only spending 55
to 60 per cent of their time on direct care because of an increase in paperwork tasks.
Hence the Department of Health are recommending that hospitals recruit staff for
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administrative tasks. Morgan (1993:8) expresses multi-skilling and cross-training very
simply as ' If it is possible to do something (for the patient) yourself don't hand it over
to someone else.' As early as 1968 Ellwood (1968:22) commented on the massive
number of professionals involved in the care of the patient Never have so many done
so much for so few with such insignificant results.' Hence multi-skilling is probably one
of the most radical changes to health care in the United Kingdom (Garside 1993).
It has been acknowledged that the time is right to explore the areas of interprofessional
skill mix, to admit the areas of overlap, and accept that the role of the unqualified but
experienced health care worker is invaluable (Hunter 1992). A joint statement from the
Royal College of Physicians of London and the Royal College of Nursing (1996) agreed
a set of principles which could be applied to other professions involved in providing
health care that emphasise the maintenance of professionalism. It recommended that a
transfer of skill should not be undertaken when there is a risk of losing a central element
in the training of the particular profession. There should be a clear demonstration that
there is a need for change. This will depend on one or more of the following, a demand
for services that are not being met adequately; unsatisfactory provision of procedures or
expectations that their cost effectiveness and quality of provision will be improved. The
concept of Patient Focused Care and the Integrative approach are dependent on
professionals' willingness to remove and share skills which they have tended to
monopolise.
Some researchers are highly critical of the research design of studies which have
demonstrated the effectiveness of skill mix (Richardson and Maynard 1995). Moreover
most of the studies (Gavett et al 1973, Spitzer et al 1974, Rabin and Spector 1980,
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Knicicman et al 1992) have occurred in North America and cannot be transferred to the
United Kingdom. A recurring weakness in the studies by Gavett et al (1973), Rabin and
Spector (1980) and Salisbury and Tettersell (1988) is that many of them have occurred
on a single site and use very small sample sizes from which it is difficult to make robust
inferences. The studies have used inadequate measures of health outcome which have
only been evaluated in the short term thus ignoring the medium and long term effects
(Spitzer et al 1974, Levine et al 1976, Ekwo et al 1979, Rabin and Spector 1980, Marsh
and Dawes 1995). Furthermore the health professionals who are selected to participate
as substitutes for doctors are likely to be above average in terms of ability, dedication
and perhaps in training. Consequently it is often difficult to identify the proportion of
the task carried out by the nurse because many of the tasks require supervision by the
doctor (Richardson and Maynard 1995).
The majority of studies have ignored costs or use a very narrow range of costs
(Schneider and Foley 1977, Hanson et al 1980). This may be due in part to the
assumption of many practitioners and clinical researchers that nurses are more cost
effective because of their lower salary compared with doctors. It is suggested that the
assumption may be incorrect since little account is taken of efficiency since a nurse may
take longer than a doctor to perform a particular task. The studies overlook that nursing
and other health professionals usually have a fixed working hours and associated
additional payments.
It is remarkable that current health care policy has continued to support a concept which
may itself be associated with aggravating rather than encouraging interprofessional
collaboration. There is the blanket assumption in the literature that teams are good for
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all types of patients. Moreover there is a lack of evidence which supports the notion of
the team concept in the health and social services. Halstead (1976:509-510) selectively
reviewed 25 years of literature concerning team care in chronic illness and stated.
'An avalanche of articles and reports has been published which almost
unanimously endorse the proposition that team care is desirable, relevant and
effective in many areas of health delivery. Yet the evidence to support these
claims is exceedingly slim'
This opinion is shared by Kane (1983) and Temkin-Greener (1983) who concluded that
team evaluation was fragmentary or non-existent. Even in 1999 the picture remains
rather similar with studies still being unable to demonstrate that the team approach
achieves better outcomes that professionals working independently. Furthermore the
evidence appears to be based on sound philosophy which in ingrained within the culture
of the professions. The bias of the researcher can influence the direction of the research
since it is often performed by those who are already strong advocates of the team
approach. In order to prevent these accusations from occurring it is suggested that
researchers should openly report their interests.
It is essential to determine whether it is actually the multidisciplinary team process
which influences the outcome or whether other factors play a significant part (Schmitt
and Farrell 1988). From the literature three types of studies have been identified. The
first type of studies are opinion based articles (Appleyard and Maden 1979, Lowe and
Herranen 1981, Nason 1983, Yoshida 1983, Furnell et al 1987, Vaughan 1989, Gorman
1992). The second type are descriptive studies which report improved patient
satisfaction when two or more health care professionals collaborate (Lambet and
Riphagen 1975, McCally et al 1977, Joice 1989). The third type is an empirical
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approach which could solve many of the controversies surrounding interprofessional
team work. However in these designs only single teams are usually studied (Pendarvis
and Grinnell 1981, Campion et al 1983). Although Schmitt and Farrell (1986) report
that many of these problems could be resolved if researchers utilised randomisation
techniques more frequently. One of the main criticisms is related to the fact that
researchers when comparing team care with the usual care have ignored the importance
of clearly defining, theoretically or empirically, the composition of the team.
Consequently this makes it difficult to attribute an effect to the team rather than to the
skills and expertise of its members (Pendarvis and Grinnell 1981, Williams 1981,
Campion et al 1983, Lefton et al 1983). In addition team members may change their
behaviour if they are aware that they are being researched (Bass 1980). Feiger and
Schmitt (1979) found that at the end of their study that doctors increased their number
of initiating interactions whilst interactions between nurses and dieticians had decreased
in number. The researchers suggest that this may have been the result of the initial
enthusiasm for a collegiate approach diminishing which coincided with a decrease in
motivation.
Readmission rates are can be used as an outcome of the team process. However without
knowing the team process this information is not of use in evaluating the team's
effectiveness. Satisfaction studies could be used to measure health care professionals'
perceptions of the team process. However satisfaction studies do not provide an accurate
indication of the team's effectiveness in meeting its own objectives. Bass (1980)
suggests that the high level of team member satisfaction may indicate that non-
threatening norms had been established rather than that the team was achieving its
objectives. It is important to note that team members may also still be employed within
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the team which may effect their response. This is illustrated by a research study by
McGrath (1991). The study took place in Wales with thirty-seven community mental
handicap teams. The aims of this exploratory study was to examine the outcomes from
different types of team configurations, and to gain insight into the team members'
perception of collaboration processes. A triangulation approach was used which
comprised of questionnaires, group interviews with team members and interviews with
team managers. However the researcher did not control the sample selection and the
outcome of the team is measured indirectly only using an simple indices such as
expansion of resources. The researcher does not state whether certain types of teams are
more effective than others, nor whether the team approach is more effective than the
individual practitioner.
Feiger and Schmitt (1979) used the Bales Interaction Analysis to test the cohesiveness
of four multidisciplinary teams and ascertain whether this correlated with differences in
patient outcomes in each team. The patient sample in the study consisted of thirty
elderly patients all of whom had a diagnosis of diabetes mellitus. These thirty patients
were allocated to four multidisciplinary teams which consisted of a physician, two
nurses and a dietician. It must be noted that these teams are not typical of teams within
the National Health Service who manage older patients with diabetes mellitus. The
research was unable to prove a correlation between collegiate teams and a positive
outcome of patient care due to the small number of positive statements.
The evaluation of teams is further hindered by the inability of the professions to prove
that their treatment alone is both effective and value for money. Consequently the
evaluation of professional effectiveness is usually performed by individual professions
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rather than in collaboration with other professionals, or by external evaluators.
Moreover team members may find this threatening since negative findings could affect
the future of the team. The physiotherapy profession has been challenged to prove its
effectiveness in three particular areas, that of evidence-based practice, the quality of
research and its use of complementary medicine (Maskill 1995). Similarly occupational
therapists face a challenge to show that they are effective but remain reluctant to adopt
the use of outcome measures (Blom-Cooper 1989, McAvoy 1991). King and MacMillan
(1994) have commented on the absence of validated scales to assess functional or
mental abilities by ward staff The absence of validated scores can have a significant
effect on the discharge process since it has been suggested that Activity of Daily Living
(ADL) scores are more critical for discharge planning than age alone or age in
combination with living arrangements (Jones et al 1989).
To measure the effectiveness of teams it has been recommended that team members
must be involved in developing criteria to assess the competence of the various
professional members and the effectiveness of each contribution (Kane 1983). In
addition it has been recommended that the outcome of elder care patients should be
measured by combining the type and severity of the older patient's problems with the
resources of the team (Schmitt and Farrell 1988). Therefore the effectiveness of the
team must be measured against objective criteria that is related to the team's goal within
its resources. The team goals may be regarded as the aims that give direction to the
team's actions which need to take into consideration the patients, professionals and
organisational goals.
38
Division of labour
The way in which 'tasks' are coordinated and divided is one of the most problematic
features facing modern society and were foreseen by Durkheim (1933), Marx (1977),
and Weber (1958). Thus in order to coordinate the division of labour it is essential for
communication to be centralised. Hospitals are a classic example of complex
organisations which contain numerous departments and specialities which are highly
interdependent (Klein 1989). As the organisational structure becomes more specialised
and diversified so the need for effective communication increases (Kinston 1983). For
example a doctor recalled a situation where a psychiatrist and psychologist had been
treating the same patient for a similar condition in different ways at the same time
(Applyard and Maden 1979). This view is shared by Halberstam (1974:162) who states
that 'Making the physician a mere member of the treatment brigade, he charges, can
foul up case management and destroy patient relationships.' An organisation may
experience considerable difficulties when team members are not aiming for the same
goal or when individual members have not completed specific tasks.
There is considerable evidence which suggests that the variations which have occurred
in practice have been exacerbated by specialisation (Faludi 1972). This in turn has a
direct impact on the discharge process. A statement issued by the British Geriatric
Society and the Association of Directors of Social Services (1989) focused on the
variations which occur in clinical practice regarding the management of elderly people
and in particular the considerable variations which were demonstrated by professionals
in understanding the needs of older people. In the 'real world' elderly people who are
admitted to hospital may be admitted under different specialities according to the
underlining problems and their age. Consequently they may have no contact with
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specialists in elder care medicine. A report by the Royal College of Physicians (1989b)
states that there should be a close relationships between orthopaedics and elder care
departments. Krebich (1995) emphasises the importance of a good interprofessional
relationships between the two specialities. However a study by Pearse and Wolf (1992)
found that hospital respondents reported that there was a lack of routine elder care
rehabilitation assessments. The Royal College of Physicians (1989b) have recommended
that hospital acute services for elder care patients should be fully integrated with acute
medicine with each medical team having a elder care consultant attached to it. The fully
integrated model is not popular with elder care consultants who believe that they will
lose control of hospital beds, that elderly people will not be able to compete for attention
in wards focused on younger people and that the standards of discharge and community
aftercare may be ignored.
It has been established that even within the medical profession differences occur
regarding the status of the various medical specialities. Szasz and Hollander (1956) and
Shortell (1974), found that consultants in medicine were rated at the top of the list,
whilst general practitioners were rated in the middle and doctors involved in mental
health were at the bottom. Elder care medicine has a relatively unglamorous background
since the original role of the geriatrician was to manage the patients of the chronic long
stay institutions. The creation of geriatric medicine as a medical speciality provided a
'niche' for these doctors who, as the first geriatricians, assumed specific responsibility
for patients in the long stay hospitals but had no access to the general hospital. Thus the
'work-house' philosophy has contributed to the myth that problems associated with old
age are social as opposed to medical. This in turn has contributed to the exclusion of
older patients from diagnostic hospital facilities. The low prestige of both the mental
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health and elderly specialities may have a significant influence on the difficulty in
recruiting qualified professionals (Hugman 1991).
There is little evidence to support the concept that elder care units have better outcomes
or skills in the management of elderly people. Although some studies have attributed
improvements in function to the provision of elder care team care (Pendarvis and
Grinnel 1981, Lefton et al 1983, Rubenstein et al 1984). It should be noted that elder
care teams use a greater amount of resources than other specialities (Pendarvis and
Grinnell 1981, Campion et al 1983, Katz et al 1983). However within clinical practice
there is evidence that suggests that elder care wards have considerable problems
associated with the discharge process (Roberts 1975, Bowling and Betts 1984, Waters
1987), which indicates that they are not better at discharge planning than medical wards
(Waters 1987, Jackson 1989). Individual specialities have made considerable efforts to
improve the management of older people. One such speciality is orthopaedics where the
mortality rate remains particularly high and patients do not return to their pre-functional
status (Miller 1978, Clarke and Kreibich 1992). The latter being of particular
importance in terms of discharge planning.
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CHAPTER THREE
A CRITICAL REVIEW OF THE LITERATURE
PROFESSIONS AND STATUS : THE STRUGGLE FOR
INTERPROFESSIONAL COLLABORATION
The professions' drive for professionalisation has had important consequences for both
the professions and for patients. Lively debates have occurred within the literature
questioning whether professions have achieved the ultimate aim of professionalisation.
These include nursing (Sleicher 1981, Schutenholfer 1988, Salter and Snee 1997) social
work (Howe 1980, Halsey 1984), occupational therapy (Griffin 1988, Graham and
Timewell 1990, Shah and Cooper 1992) and physiotherapy (Mercer 1980). Safeguarding
the trust of the public is a universal aim of all professions (Freidson 1970). The image of
professions serving their own personal and professional needs is unthinkable.
Furthermore the term 'profession' is derived from the Latin `profiteri' meaning
'declaration, promise or vow made into a religious order' and the word 'patient' is
derived from the Latin `pati' which means to 'suffer or to beat.' A code of ethics is
regarded as a key characteristic of a professional group and often provides mechanisms
whereby action can be taken by a professionals body against one of its members (Carr-
Saunders and Wilson 1933, Veatch 1989, Hewison and Sim 1998). It often has a dual
purpose not only to protect patients but also the professionals (Wilding 1982). It is
noticeable that the professional bodies of occupational therapy (COT 1995),
physiotherapy (CSP 1988a), nursing (UKCC 1992) and radiography (COR 1994) within
their ethical code emphasise the importance of interprofessional relationships.
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It is however evident that whilst the professions supported the concept of
multidisciplinary teams this was partially because it was regarded as a mechanism to
improve their own professionalisation (Brown 1982). Becker (1970) argues that the
symbol of a profession as an occupational group with a code of ethics to protect clients
could not be taken as a realistic description of professional practice, for all professions
contain unethical operators. The question that remain unanswered is how many? A
noticeable and contentious act by the British Medical Association was their refusal to
accept that doctors had a duty to 'whistle blow' on incompetent colleagues or contacts.
There has been a high cost for patients since one 'whistle blower' who attempted to
inform on incompetent colleagues was repeatedly ignored. Only a considerable time
later (at the expense of many children's deaths) were their blunders actually exposed.
The result has been a considerable loss of confidence by the general public in the
medical profession (Horton 1998).
The 1980s was a time when markets within the health service were openly encouraged
in order to improve efficiency and cost-effectiveness. This 'new' culture encouraged
competition rather than cooperation therefore it is hardly surprising that the professions
took advantage of the free market against others who could provide similar or substitute
services. This is not a new process since there is considerable evidence within the
history of the professions which demonstrates that professionals change and adopt roles
according to market forces (Larson 1977). The rise of professionalism ran
simultaneously with the birth of capitalism which saw the emergence of the bourgeoisie
that provided both institutional and individual markets for professional services. Thus
the aristocratic patron was replaced by the mass market (Abel 1979). The health care
arena can be described as 'an occupational jungle' in which new professionals are
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constantly proliferating and forming their own tribes (Light 1969). The expanding role
of professionals brings with it interprofessional jealousies and safeguards, hence the
need to negotiate roles within the team.
If decisions are made that nurses and support workers could do much of the
massage, mobilising and exercise that we currently practice, our role will be
diminished within the whole of health care ' (Cogan 1995:7).
Thus the area of role release is potentially threatening to professionals since it ends their
monopoly over specific areas of health care. Golledge (1998:162) states that
occupational therapists are:
'Already witnessing evidence that other professionals would expand their own
repertoire if they were left unchallenged... As occupational therapists, we
should be fighting for what is uniquely ours and not calmly accepting that other
professionals can just pick out aspects of our practice'
Hence professionals must mark their terriority in order to prevent other professionals
from entering it which in turn influences interprofessional relationships (Pluckman
1972, Alaszewski and Cantab 1977, Parkes 1977, Williams and Williams 1982). Thus
professionals undertake self-promotion or protectionism against each other. Furnham et
al (1981) found that professionals who were competing over a field of specialisation
would evaluate and perceive each other negatively. The physiotherapy profession
resented the increase in autonomy which the occupational therapy profession had
established and regarded it as a new threat since its members felt that they had been
doing occupational therapy for many years (Barclay 1994). A further example of
monopoly is demonstrated in the provision of aids and adaptation with the Remedial
Professions (DHSS 1973) making the recommendation that social workers should not be
involved in the provision of aids and adaptations. This undoubtedly benefits
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occupational therapists but can also have considerable consequences both for the health
care organisation and more importantly for the patient. Indeed with the current emphasis
on competition and removing monopoly within the business world why do professionals
still hold this privilege?
There is considerable evidence that unsuccessful teams exist because they are composed
of members with undefined roles (Belbin 1993). Thus ambiguities and overlap within
the health professions can be one of the difficulties in developing team work (Cass
1978). One of the key problems associated with interprofessional conflict is role
perception. Forsyth (1990:495) defines a role as 'A behaviour characteristic of persons
in a context; the part played by a member of a group.' However Burr (1975:833) is of
the opinion that rigid roles may be used by insecure members of the team `.. As a basis
for demarcation disputes.'
The social work profession has explored in depth interprofessional relationships within
the health care arena (Huntingdon 1987, Roberts 1989, Cowles and Lefcowitz 1992,
National Institute for Social Work 1992, Rachman 1995). This perhaps reflects the
profession's commitment to interprofessional working. However there is little evidence
that the social work relationship with the other health care professions has improved,
since they remain frustrated by the negative perceptions of their role within the health
service (Carrigan 1978, Davies and Connolly 1995). The National Institute for Social
Work (1982) published a report which argued that social workers were viewed
unfavourably by other professionals. Indeed the medical profession stated that social
workers must act with more confidence. It is noticeable that since the appointment of
the first almoner in 1895 the relationship between them and the trustees of the hospital
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board were strained as they were more interested in the almoner performing
administrative tasks, whilst the almoner was concerned with the holistic care of the
patient (Badawi and Biamonti 1990). There is a noticeable absence of research
regarding the perceptions of physiotherapists and occupational therapists in relation to
nursing, medicine, and each other. Metcalfe (1998) a physiotherapist appealed for
increased communication between the physiotherapy and occupational therapy
professions and suggests that the differences need to be openly acknowledged and
addressed.
In order for professionals to gain an understanding of the roles of other professionals it
is essential that they are able to state clearly their role within the health care team. A
frequent criticism of both the occupational therapy and physiotherapy professions is
their failure to articulate their skills to other health care professionals (Gilfoyle 1984,
Blom-Cooper 1989, Llewellyn 1990, Parry 1995). This has been widely acknowledged
as a feature which has led to the occupational therapy profession's low status within the
health and social care arena and their labelling as 'dabblers' (MacDonald 1957, Spashett
1981, Blom-Cooper 1989). In addition there is considerable ambiguity surrounding the
role of the nurse as the definition of nursing emphasises both a caring and a
rehabilitative role which may be in conflict with the patient's perception of their role as
being associated with caring (Henderson 1966, Audit Commission 1992b). Church
(1956), Discher (1974) and Pritchard (1981) note that the lack of clarity of roles within
a multidisciplinary team leads to the development of stereotypical attitudes.
Stereotyping is defined by Williams and Williams (1982:17) as an 'Attempt by an
individual not to understand his or her social environment.' Snodgrass (1966) and
Mullaney et al (1974) have suggested that stereotyping may be a coping mechanism
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adopted by individuals who do not have a well defined boundary within which to
operate.
There are considerable advantages in not defining professional roles as it allows the
professionals to adapt their skills according to the needs of market forces. The Chartered
Society of Physiotherapy (1984:121) openly admits that there is no formally accepted
definition of physiotherapy:
.. Preferring the term to remain flexible because too rigid a definition would
have the effect of imposing restrictive boundaries on the further development of
a still growing profession.'
This open flexible approach has enabled professions to ensure their own survival by
constantly up-dating and extending their own role, sometimes at the expense of others.
This is illustrated by Murphy (1993:546) who is reluctant to release the role of massage
and warns the physiotherapy profession that:
'....There are plenty of other professions standing on the sidelines who are only
too willing to pick up valuable skills such as massage which we seem willing to
throw away.'
In addition the reluctance to define the professional role is detrimental to the morale of
its members (Penn 1991). Raclunan (1995) found that few social workers welcomed the
change of title from social worker to care manager. The negativism surrounding the
social work profession has a clear effect on morale and was reported :
`.../t is clear from what social workers told us that their morale and sense of
purpose is gravely affected by the role in which they are thus cast of being the
last resort, or as some of them put it 'the dustbin' (National Institute for Social
Work 1982:123)
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Professionals are accused of 'poaching desirable skills' and delegating less desirable
ones with the intention of securing status and control which suggests that they adopt
new roles to enhance their own professionalisation (Larkin 1983). This is illustrated in
Canada where team nursing was introduced to replace primary nursing in an attempt to
displace a non-professional nursing force and to re-cOmbine nursing tasks. Ironically,
due to the shortage of trained nurses, unskilled nurses have been reintroduced into
nursing teams (Brannon 1996). A similar picture is emerging in the United Kingdom
due to the considerable problems facing nursing recruitment and the calls for the re-
introduction of the enrolled nurse (Phillips 1999). Likewise the occupational therapy
profession advanced not because of the interest surrounding crafts as divisional therapy,
because the nursing profession decided not to adopt this role (MacDonald 1957).
Spashett (1981) suggests that within psychiatry nurses are currently involved in
occupational therapy programmes because they have been relieved from many of their
nursing tasks.
One notable exception is the medical profession who in order to protect their privileges
has carefully defined its role (Sander 1985). General practitioners regarded nurses as a
threat, particularly with the growth of voluntary district nursing associations which
offered domiciliary and contract services to poor law and local authorities from the
early 1890s. Furthermore the exercise of skill mixing has resulted in some junior doctor
tasks being redefined as nursing, while others traditionally defined by nurses become
tasks of the health care assistants (NI-IS Executive 1994).
As the role of the professions change there is a trend to change the name of the
profession to reflect this. The term care manager has gradually replaced social worker
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within the health sector which in turn replaced medical social worker which had
replaced almoner. Likewise the title 'masseur' or 'masseuse' had been replaced by
remedial gymnast which in turn has been replaced by its current name that of
physiotherapy (Barclay 1994). There have been repeated discussions to change the name
of the occupational therapist which has never materialised (Blom-Cooper 1989). Thus
the profession is unable to re-launch itself as a profession with a legitimate role within
the health and social services.
This continual battle to ensure professional survival has a significance influence on
interprofessional relationships. Team members may not be able to know when and how
to access other members of the multidisciplinary team which is complicated by the
number of professionals within the health care arena each with differing roles and
values. As early as 1968 Ellwood expressed concern regarding the number of health
care professionals citing poor communication, duplication of information and problems
regarding responsibility for the continuity of care. Halmos (1970) rightly predicted that
the number of professionals would increase rather then decrease. This is illustrated in
the 1990s by the professionalsiation of discharge coordinators (Houghton 1996b),
agencies that deliver care to people in residential homes (Sherman 1998) and health
psychologists (Marks 1996). Similarly in discharge planning the rise of a 'new
professional' referred to as the discharge coordinator can be seen, although there is little
evidence within the literature which explores this role and its effect in the discharge
process. Articles which have been written on this subject are usually by the post holder
or those who are strong supporters of the concept (Shore 1998, Stewart and McMillan
1998). The question that remains unanswered is who have they actually replaced and
why are they required? Although one should be aware that the nursing profession were
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keen to inherit the role of discharge planning when it was abandoned by social work
(Mullaney et al 1974, Schreiber 1981, Kulys 1983).
The one major attempt to reduce the number of professionals by combining the
physiotherapy and occupational therapy profession failed (DHSS 1973). The reason why
this merge did not occur was because the occupational therapy profession enlisted the
support of the Royal College of Psychiatry who lobbied on their behalf (Sym 1980).
This could be seen to be a move purely to protect the profession's own interests. The
Chartered Society of Physiotherapists (1988b) introduced a discussion paper regarding
the occupational therapy and physiotherapy professions. The paper presented four
options either to do nothing, to establish distinct identities for the physiotherapy and
occupational therapy profession, amalgamate their professional bodies but keep separate
the identities of practitioners, merge the two professions completely. However the
failure to implement an option not only accounts for their continued existence but the
role confusion which is particularly evident in clinical practice.
The State and Interprofessionalism.
Despite the numerous problems associated with interprofessional working this present
Labour government continues to support the concept of partnerships and collaboration.
Webb (1992:223) asks a very lively but interesting question 'Why so much interest in
interprofessional collaboration is currently being shown?' Indeed he views
interprofessionalism as an important part of occupation de-regulation within the 'post-
modern' demands for a flexible expert workforce in order to implement care in the
community. He suggests that interprofessionalism cannot be separated from the context
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of political, ideological, and economic interests of the state. Biggs (1997:196) defines
post-modernity as :
'A shift towards a much more fluid state of affairs in which certain
identities may be chosen in order to enter certain relationships with
others, but then disregarded as other situations and opportunities make
themselves available.'
Furthermore there are new risks for professionals as they are no longer to subscribe to
traditional roles and boundaries as they become interchangeable. Bauman (1995:81) has
argued that the post-modern conditions have led to 'problem of identity.' Howe
(1994:513) using an example of social work cites difficulties arising from the post-
modern scenario:
'A child of modernity, social work now finds itself in a post-modern world,
uncertain whether or not there are any deep and wavering principles which
define the essence of its character and hold it together as a coherent
enterprise.'
However Whittington (1998:148) suggests that a negative aspect of the post-modern
approach is the thought that professional groups are structurally determined to meet the
demands of the modern day health service. The alternative is to not to exclude factors
such as the professional groups response to historical circumstances, the pursuit of
interests and objectives, the importance of politics, organisations and economics.
Interprofessional decision making
The pressure towards consensus decision making has been reinforced by the
introduction of the NHS Community Care Act. Secondly the concern that disagreements
about a discharge with a negative outcome may complicate the hospital's position in any
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subsequent litigation. There are negative factors associated with conformity as this can
hinder other professionals from expressing an alternative opinion which may have a
major impact on the decision making process (Janis 1972). Decision makers must
consider all the available information and opinions since a decision is defined by
Bachrach and Baratz (1962:949 ) as `.. A choice of among alternative modes of action.'
A non-decision occurs if conflict is absent and or a decision maker suppresses opinions
that contradict those of the decision maker (Bachrach and Baratz 1962). It is ironic that
Appleyard and Maden 1979:1305) fear that multidisciplinary teams will delay decision
making '..Patients will be queuing even longer than now for their treatment to be
undertaken by a committee.' Thus to make a decision it is essential that decision
makers both give and receive information. Dana and Sheps (1968:42) state that:
' .. Interprofessional behaviour does not require members of related professions
to think alike but rather to act together 	  the professional person puts
problems ahead ofprofession and/or institutional auspices.'
Furthermore multidisciplinary meetings are settings in which assumptions are constantly
challenged and where team members can share skills and knowledge (CCETSW 1989).
Mackay (1997:176) found that nurses were often reluctant to voice their opinions even
if it was a 'Matter of life and death.' This gives creditability to research by Hofling et al
(1966) who instructed twenty-two nurses on the telephone to administer an overdose of
a drug and found that twenty-one of the nurses would have administered the drug
without questioning the dose.
The type and amount of interaction in team meetings can be used as an indication of
team work. Power and status differentials between health professionals has been
explored and indicated the limited involvement of therapists, social worker/care
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managers and nurses in multidisciplinary team decision making. Wise et al (1974)
concluded that high status members tended to speak first and most convincingly on all
issues. A remarkable finding by Fewtrell and Toms (1985) found that in traditional
psychiatric ward rounds medical staff talked considerably more than all the other
participants put together. Stein (1967) explored the interaction between doctors and
nurses and introduced the concept of the doctor- nurse game. He describes how nurses
learn to show initiative and offer, significant advice while appearing to defer passively
to the doctors' authority. Nurses use subtle non verbal and cryptic cues which, in
retrospect appear to have been initiated by the doctor. The game ensures that open
disagreement is avoided at all costs and has advantages for both parties. The doctors
gain from the nurses knowledge and experience, whilst the nurses gain increased
satisfaction from his or her more demanding role. Although Stein et al (1990) re-visited
the field in 1990 and concluded that doctor-nurse relations have improved there is little
evidence to support this finding. Mallik (1992) found that nurses on medical ward
rounds answered doctors questions only, as opposed to giving unsolicited information.
Similarly Busby and Gilchrist (1992) found that occupational therapists did not speak
spontaneously.when participating in a psychiatric ward round. The researcher found that
only 12% of the comments made on the ward round were made by nurses.
Gender and Interaction in the Team.
It is important to consider the influence of gender in defining the role and status of both
the professions allied to medicine and members of the medical profession. When
comparing the status of professions it is important to take into account gender. It has
been suggested that the high presence of women has actually contributed to their lower
autonomy and professional status (Simpson and Simpson 1969, Phillips and Taylor
1980, Dex 1985). Gender is defined by Thompson (1993:37) as a 'fundamental
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dimension of human experience, revealing an ever-present set of differences between
men and women. ' It is noticeable that in the health service the majority of its workforce
are women (Mackay 1997). However their is considerable evidence which shows that
men occupy managerial positions out of proportion to their numbers in the caring
profession as a whole (Hugman 1991). It could be argued that the traditional division of
masculine and feminine nursing is slowly being eroded. Women currently account for
nearly 50% of medical students (Mackay 1997). Furthermore Allen (1988) argues that
medicine remains a masculine profession because it is dominated by men and by male
expectations regarding careers.
It is significant that interprofessional relations can be affected by the gender of the
persons involved in the communication process. Major (1987) found that women and
men who have comparable status in an occupational setting demonstrate similar values
and behaviour. This is in contrast to the common assumption of six differences in
workplace values. The researchers found that behaviour is determined not by the sex of
the individuals but by the context of the work relations particularly power and status.
Davis (1990b) found that the average female physiotherapist is less likely then her male
colleague to see herself as an independent practitioner. Cockburn (1988) is of the
opinion that gender influences the tasks which people perform. In general conversation
nurses automatically talk about male doctors and doctors about female nurses. Mackay
(1997) found that male nurses felt a greater equality with doctors than their female
colleagues. Furthermore male nurses felt that they are more able, and more likely than
female nurses to voice their opinion to members of the medical profession. It is
remarkable that Spiegel and Spiegel (1984), Fewtrell and Toms (1985), Rintala et al
(1986) and Busby and Gichrist (1992) did not give information regarding the
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composition of the multidisciplinary teams. Thus one is unable to ascertain whether the
data from their research is influenced by gender differences.
There is evidence which suggests that gender has been used as means to achieve control
of an occupation. Holden and Littlewood (1991) explore the history of doctor/nurse
relationship and argue that nursing used the rhetoric of femininity in order to gain access
to professional status in the public sphere of employment and occupations. However
medicine employed it to restrict the expansion of nursing . They focused on the aspects
of the sexual division of labour, namely, patriarchal power between men and women.
Hence doctors used subordination to ascertain female-nursing obedience in the nurse-
doctor relationship. Furthermore their is evidence which indicates that men and women
who adopt a feminine sex role conform more than men and women who adopt a
masculine role or a role that combines elements of masculinity and femininity (Bem
1975, Bern 1985). Furthermore research by Eagly et al (1981) found that women, more
than men, agree with fellow group members so that the group's level of harmony will be
maintained. Further studies suggest that women vary their expressed opinions in order to
match the views of attractive male partners (Zanna and Pack 1975). Furthermore women
have been found to use opinion conformity as a self-presentational tactic (Tithilla and
Forsyth 1964) and interpret conformity as a sign of competence rather than weakness
(Santee and Jackson 1982). Research into small groups found that mixed sex groups
function more effectively than all male or female groups (Hoffman and Maier 1961).
Conflict
Conflict is a natural part of interprofessional working, although within the literature
conflict is often regarded as a indicator that team work is absent. The Central Council
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for the Education of Training of Social Workers (1989: 9) is unique in that it emphasises
the positive aspects of conflict 'Multidisciplinary team work is a two-edged sword. The
tensions and conflicts within it are also its creative force. Janis (1972) identified a
'disease' which infects cohesive groups which he termed the groupthinlc. During group
think, the members do not voice alternative opinions therefore the group often makes
mistakes which could have been avoided. It is defined by Janis (1982:9) as:
'A mode of thinking that people engage in when they are deeply involved in a
cohesive in-group, when the member's striving for unanimity override their
motivation to realistically appraise alternative courses of actions'
The causes of group think have been identified as cohesiveness, isolation, leadership,
and decisional stress (Janis 1972, Janis and Mann 1977). The Health Service
Accreditation (1996) on service standards for discharge recommends that there must be
agreed procedures for resolving disputes between agencies participating in the
assessment and discharge planning process. Hansen (1985) identified ethical dilemmas
identified by occupational therapists and categorised them into five types. All five types
dealt with treatment decisions namely with other team members or patients. Spiegel and
Spiegel (1984) found that multidisciplinary meetings resolved such difficulties. Each
team member was asked to record and submit therapy plans prior to the
multidisciplinary meeting. These and the actual plans made at the meeting were
recorded and the data showed that 46% of physicians changed their plans after the
meetings.
Expertise
The second area of conflict is related to expertise and the perceived ability of
professionals to perform tasks. Benner (1984) distinguishes the expert nurse from the
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novice, advanced beginner, competent, and proficient, clearly describing their different
skill base. A hallmark of a profession has long been regarded as possession of
maximum scientific knowledge and technical skills (Parson 1954, Goode 1969). This
places the medical profession on the top of the hierarchical scale since it the only
profession which can claim 'exclusive competence in a specified area.' (Wilensky and
Lebeaux 1963). Thus the aim of a profession is to have a scientific and technical base
which does not overlap with the base of other professions (Parkin 1979). Marks
(1996:18) writing about the training and development of health psychology warns
health psychologists that `.. Only if training matches the aspirations held by both
practitioners and researchers can the current progress be sustained' However the
author fails to take into account the aspirations of patients or health care providers. For
the professions allied to medicine this is increasingly more difficult because of their
reliance on knowledge from the more established professions such as law, the clergy and
medicine. If the history of the professions is examined social work, occupational
therapy, nursing and physiotherapy all developed from unscientific and un-prestigious
backgrounds which places them at a considerable disadvantage. Social work developed
amongst the poor in London (Youngshusband 1981), physiotherapy from massage
(Barclay 1994), nursing from the traditional origins of the informal carers, religious
orders, charitable groups, private entrepreneurs and local poor law committee (Leathard
1991). Indeed the history of the occupational therapy profession has been acknowledged
as a significant factor for its low standing within the health care world (Blom-Cooper
1989).
Knowledge is often the one element which divide qualified professionals from non-
qualified workers. Alaszewski and Meltzer's (1979) study highlighted two forms of
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knowledge. The first type being practical knowledge which is accessible to both
qualified and non qualified personnel. For example health care assistants and nurses
both wash and dress patients. The second type is theoretical knowledge which is
accessible only to qualified professionals. Professional knowledge is an important
component for political mobilisation which is referred to as 'knowledge mandates'
(Halliday 1987). It has also been established that the general public admires a profession
which possesses a 'Degree of substantive theory and technique' (Turner and Hodge
1970:23). An interesting finding from the study by Alaszewski and Meltzer (1979)
highlighted the ideological differences which underpin the use of physiotherapy and
occupational therapy assistants by qualified professions. The physiotherapy profession
emphasised close control of the assistant while the occupational therapy profession's
emphasis was on a symbiotic relationship rather than control. It has been suggested that
the occupational therapy profession is more successful in establishing bases in which
patients rather than techniques are more important (Alazewskia and Cantab 1977). This
may account for the profession's success in low status specialities such as elder care and
psychiatry.
The emphasis on hard science has demonstrated marked differences between medicine
and social work (Butrym and Horder 1983). Social work theorists have argued that it is
not the knowledge base that defines the profession but the application of the knowledge
base referring to the professions as applied disciplines. Professions are knowledge-
based occupations and their strategies in managing their knowledge base are of central
importance (MacDonald 1995). This may explain why professions are reluctant to be
associated with the low status' tasks such as discharge planning. In addition it has been
argued that fully established professions must not only communicate knowledge edge
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but they must create it (Goode 1969). This requires the professions to be research active,
thus it is somewhat disturbing to find that the professions allied to medicine are still
attempting to find a research base.
There has been a dramatic change regarding the way in which the professions are
trained. With the current emphasis now on graduate status a divide has been established
between those professionals with the traditional training and graduates. Mackay (1997:
74) concluded that graduate nurses were perceived by other members of the team as
nurses who really wished to pursue a career in medicine and were assumed to be `... A
bit superior.' However as all professions are now worthy of graduate status it could be
argued that all the professions must be regarded as equal. There are benefits and
disadvantages associated with improving training and education. A positive feature is
that it provides a highly trained and articulate professional. A negative feature is that it
may exclude persons who otherwise would have been eligible to train but do not possess
the required academic qualifications. Nursing in particular has faced particular criticism
for changing the course to diploma level which it has been argued resulted in falling
recruitment (Phillips 1999), although lowering entrance requirements may effect the
status of the profession. It is particularly noticeable that occupational therapy allow
other routes for students who do not necessary have the appropriate qualifications the
chief reason being because of recruitment difficulties (MacDonald 1957, Blom-Cooper
1989).
Status and power
There are few rewards in discharge planning and consequently few incentives for
professionals to improve their performance which in many cases expose the different
aims and objectives of health and social care agencies. As professionals can be a
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member of more than one team conflicting loyalties may occur. Sands et al (1990)
suggests that professionals often regard themselves primarily as representatives of their
own profession rather than as members of a team. The report Social Work their Role
and Tasks (NISS 1982:125 ) warns that 'Good will is not enough to guarantee adequate
collaboration.' It is essential that desired outcomes are reported and agreed as
professionals or organisations may be reluctant to invest scarce resources and energy
into developing and maintaining relationships with other organisations, when the
potential returns on their investment are unclear or intangible.
The question remains whether all professions are equal or whether some professionals
are more equal than others? It has been suggested that teams should adopt a non-
hierarchical approach (Higgins et al 1994). Although there are those who actually
believe that this is somewhat naive since they have failed to consider the power and
status of the medical profession (Freidson 1970). There is considerable evidence which
demonstrates that doctors are rated the most prestigious members of the health care
team whilst social workers, occupational therapists, physiotherapists and nurses were all
placed near the bottom of the list (Szasz and Hollander 1956, Shortell 1974).
Researchers have explored the way in which health care professionals perceive
themselves and other members of the team and concluded that individuals tended to
perceive themselves more positively than they were perceived by other team members
(Miles 1977, Furnham 1981, Nitsun et al 1981, Brunning and Huffington 1985). The
discrepancy between a person's ideal role concept and their perception of their own role
performance is referred to as role deprivation (Berkowitz and Malonne 1968). Kramer
(1974) reports that new health graduates in the health professions experience role
conflict when their actual role in clinical practice differs from their expectations.
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There are few who would argue that the medical profession is not the 'Big Brother'
within the health and social services sector. Habermas (1977) promotes the use of
critical social theory to analyse power in a team. In relation to this area of practice it
provides a means by which to explore how power in a team may actually be exercised.
This power within a team can be influenced by demanding that tasks are performed even
though the professional may have their reservations. For example an orthopaedic
consultant demanding that a patient is discharged despite the protests of the other team
members. Thus A is said to exert power over B to gain a desired outcome. Hospital
consultants have significant status within the health care arena as they are able to control
their own working practice and are members of one of the strongest trade unions
(Moore 1995). The government under Margaret Thatcher and now the present Labour
government have slowly began to erode some of this power. The health care reforms
gave considerable power to general managers in relation to the contracting and
commissioning of services in relation to their ability to place consultants on local
contracts with different terms and conditions. In addition the establishment of the
internal markets forced consultants to justify their use of resources. The effects have
been dramatic. A recent survey by the Hospital Consultants and Specialists Association
(cited by Moore 1995) found consultants reporting reduced professional morale as a
result of the 'bullying tactics by management' and the deprofessionalisation of
consultants. Similarly a study which investigated the health care reforms on doctors and
nurses in the acute sector found that 32.2% of doctors identified a reduction in
professional autonomy as an area of important change in clinical practice (Caldwell et al
1998). It is interesting to note that Shaw et al (1995) found that the factors which
motivate consultants are not extra pay but the desire to work, desire for excellence,
status and dominance.
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The medical profession are unique in that they are able to regulate their own profession
(Freidson 1970). However following a series of media revelations exposing incompetent
doctors there have been moves to regulate the medical profession (Graves 1998, Boseley
1999a). The health minister has announced that incompetent doctors will be publicly
named if they are found by health investigators to be putting patients at risk by sub-
standard surgery or care (Hall 1998, Tweedie 1998). In addition the clinical freedom of
doctors will be limited through the implementation of national treatment guidelines
through the National Institute for Clinical Excellence (Boseley 1999b). Even though
doctors have objected to many of these reforms their power is severely restricted by the
present government's huge parliamentary majority (Irwin 1998, Lilley 1998). Thus there
is little doubt that the most powerful group within the National Health Service is that of
the managers. Hence it is essential that interprofessional relations are sustained between
professionals and managers. In view of this members of the medical profession have
been appointed to key positions within the health care trusts such as clinical director and
chief executive posts, thus strengthening the waning power of doctors by aligning
medicine more closely with management.
The leader of the multidisciplinary team is usually a member of the medical profession.
Kane (1983) analysed 229 teams and found that a typical team consisted of a group with
6-10 members led either by a psychiatrist or a physician. The medical profession and in
particular hospital consultants meet many of the characteristics associated with a leader.
Stogdill (1974) after reviewing 106 studies found that leaders in relation to other
members were higher in achievement, orientation, adaptability, ascendancy, energy
levels, responsibility taking, self-confidence and sociability. It is important to take into
account that it is often assumed that doctors have prime responsibility for the care of the
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patient since they are the only professional who can determine what the National Health
Service can do for the patient and to involve all who might contribute to the care of the
patient (Tolliday 1978). It was the National Institute of Social Workers (1982) which
reported that difficulties in collaboration occurred because of the common assumption
that the doctor must always be a leader of any team. This rather undemocratic process of
electing a leader of the multidisciplinary team continues and there is little evidence that
it will change even as we approach the new millennium. Indeed the General Medical
Council (1977) have strongly warned any 'would be challengers' that this role should be
maintained by the medical profession. Although the question remains whether doctors
do indeed have the necessary skills required to lead a multidisciplinary team? And
furthermore do they actually want to listen to the opinion of other 'professionals' of
whom they may regard as having little status and knowledge?
The role of the state
The advancement of professions has occurred not because they are valued by other
members of the multidisciplinary team but because of legislation which has been
presented by successive governments. Thus power shifts have occurred over time which
have effected both the status and the role of professionals. Sociologists rather than
examining the characteristics of a profession have examined them in relation to their
structures and how are they controlled (Johnson 1972). In order to answer this question
Johnson suggests that three types of professional structures need to be examined. The
first type is the collegiate profession, in which power is exercised by its members
regarding membership of the profession and receipt of its services. Thus the professions
allied to medicine and medicine have guidelines regarding education, training and entry
requirements. It is noticeable that the professions within different parts of the country
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have put forward various eligibility criteria which influence which patients are entitled
to services which has resulted in various inconsistencies in services throughout the
United Kingdom. This is particularly noticeable regarding the different provision of
services by local authorities (Stathem 1999). It is possibly for this reason that Halmos
(1970) strongly criticises professionals for being perpetrators of an unjust system and
preservers of the status quo in an exploitative social order.
The second type is identified as patronage in which the boundaries of the occupation are
defined in an interchange between the practitioners and those who control the resources
which it requires to practice (its patrons). In order to advance their own
professionalisation and status some professional groups have made alliances with the
medical profession. These alliances often have considerable advantages for both the
parties sponsoring and the profession which was at the receiving end of the reforms.
Cherry (1996) cites the example of the nursing profession whose professional
advancement occurred not because the medical profession favoured the growth of the
profession but because it suited the doctors own requirements. It is therefore hardly
surprising that the medical profession has been reluctant to release nurses from their
control. A debate occurred within the British Medical Journal (Mitchell 1984) regarding
the ownership of the nursing profession. The question was asked 'Is nursing any
business of doctors?' The response from the nursing profession (Rowden 1984) was for
improved collaboration and partnership rather than ownership. The physiotherapy
profession in their attempt to improve their status has modelled the profession on the
medical model in terms of imitating the language of medicine and its expertise (Miles
Tapping 1985). To further advance the profession a bargain was struck with medicine
in 1894 which allowed members of the Society of Trained Masseuses to practice if they
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justified what they did in doctor's terms and used the medical model. Its strong links
with medicine has been reinforced by a member of a medical profession being elected
chairman of the profession for fifty two years after it was given a Royal Charter (Parry
1995).
However there are also many disadvantages which have resulted from these alliances.
The alliance between physiotherapy and the medical profession has denied it the chance
to define its own knowledge base and has led to the moulding of the physiotherapy
profession to meet the needs of the medical profession (Stachura 1994). Indeed the
allegiance with medicine and the medical model has affected interprofessional relations
between the physiotherapy and occupational therapy professions. This is because
occupational therapy claims that approach and style are more important whilst
physiotherapy claims that technique is the basis of physiotherapy (Alazewski and
Melzer 1979). Social work like occupational therapy has preferred independence rather
than the patronage of the medical profession (Younghusband 1978). However the price
for this independence has been considerable particularly for the social work profession
when their attempt to distance themselves from 'left-over tasks' not requiring diagnostic
and therapeutic skills failed (Heyman 1962, Carter and Jinks 1972). Even though the
main impetus for social workers entry to hospitals was the need for discharge planning
and assistance for patients (Davidson 1978). The medical profession did not accept the
social workers' claims to be experts in counselling and assistance with adjustment to
illness (Carrigan 1978, Lister 1980, Kane 1983). Thus the social work profession has
been forced to revert back to performing these tasks.
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The third type is the mediated profession, in which power is exercised through a
mediator between the occupations and the users of the services which it provides. The
mediator may be another profession or even the state. The state acts as an 'corporate
patron' since health and social care agencies provide a service on behalf of the state
(Johnson 1972). Wars have had a significant effect on the professionalsiation of health
care occupations and their relationship with the state. Younghusband (1981) reports that
social work did not progress until after 1940 when the Ministry of Health acknowledged
for the first time that social work was a necessary function. Nursing progressed after the
Crimean War with significant advances in training
The 1990 Community Care Act has had a significant influence on the role of social
work in that it has given local authorities the lead role in the assessment of need and the
development of a mixed economy of care. This increase in power is particularly strong
since only care managers / social workers are able to access social services. Furthermore
the government has suggested that nurses adopt new and challenging roles to meet
current health and social needs (DOH 1997). This is an important factor which effects
interprofessional relationships since the acquisition of this status and power may not be
viewed in a positive manner by members of the multidisciplinary team. Thus the
professions must implement legislation even though they may disagree with the content.
It is suggested that the state has been relatively relaxed in ensuring that discharge
planning is performed to an acceptable standard. It is remarkable that the state only
intervened following a joint statement by the British Geriatric Society for the Health of
the Aged (BGS/ADSS 1989). In response the state issued a circular and a booklet which
was published by the Department of Health (1989b) which reiterated the importance of
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early discharge planning; written procedures, collaboration between health and social
services and the need for agreement by team members prior to the patient being
discharged. However the state failed to monitor or reinforce these recommendations and
additional problems were encountered because of the many problems associated with
inter-agency working which involved agreeing a joint discharge policy (Brent Social
Services Department 1991, Young 1991). Thus it was only after the introduction of the
NHS Community Care Act (DOH 1990a) and the Patients Charter (DOH 1991) that the
state actually took a real and detailed interest in the discharge process.
Patient versus professional autonomy
Patient focused care has become and remains the buzz word in the health care arena.
This approach emphasised the need to include patients in all aspects of the decision
making process involving medical, social and environmental aspects of their lives.
However patients have had to fight long and hard in order to become a part of the
decision making process and an equal player within the health care arena. The restrained
and leisurely growth of 'patient power' has failed to have a direct impact on the
discharge process since the discharge circular failed to 'force' professionals to place the
patient or the family / carer at the centre of the discharge process (DOH 1989b). This
was only rectified following the implementation of the Patient Charter (DOH 1991).
This is remarkable since Community Health Councils who replaced Patients
Associations in 1975 were founded to represent patients opinions which should have
resulted in a change of policy in the 1970s and early 1980s. This was sadly not the case
since on the whole since they have no legitimate power other than to be consulted
(Butler 1998). Rigge and Lister (1998) suggest that the Patients Charter should be
replaced by a system utilised in the Netherlands. The system is successful because
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patient rights are supported by civil law; demonstrating strong support for patient
organisations; the Dutch Ministry of Health finances the patient movement and there is a
clear structure for dealing with complaints.
Informed consent
Patient's who do not follow a prescribed regime may be regarded as problematic.
Erikson (1966:6) defines the problematic patient as 'Individuals whose behaviour
violates institutional expectations, that is, expectations which are shared and
recognised as legitimate within the social system.' For example the patient who wishes
to remain a few extra days in hospital often exasperates health care professionals as it
leaves them worrying about the 'blocked bed.' Guccione (1980) suggests that non-
compliance may be an indication of the failure of professionals to gain the patients
confidence. Informed consent is an essential feature of the discharge process although
some professionals may not value the importance of this concept. Caplan et al (1987:59)
state that:
'The doctrine that has emerged as the guarantee of individual patient
autonomy... is informed consent. Patients have the absolute right to make
informed choices about the kind of degree of care they wish to receive'
An important study by Roberts and Houghton (1996) found that 92% of discharges are
delayed because of patients' and relatives' rights and wishes as opposed to social
services and administrative problems. The failure to take patients' opinions into
consideration has a significant effect on the outcome. The most frequent complaints are
regarding the inadequate notice of discharge and the lack of involvement within the
discharge process (Skeet 1970, Harding and Modell 1989, flop et al 1991). A rather
worrying finding is regarding the placement of patients in nursing home since patients
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who felt that that they had no alternative but to be placed in a nursing home had a
higher mortality rate then those who contemplated other choices (Ferrari 1963). The
researchers do not discuss or report whether one group of patients had more medical and
functional problems than the other.
In order to make an informed decision it is essential that professionals receive adequate
information. In particular it is important to distinguish between coercion and choice
especially since conflicting interests are often evident. Within the acute care
environment there is only a limited amount of time for professionals to work with
families to plan long-term care. Thus social workers are forced to accept the family's
projections of the care they can provide without opportunity for thorough consideration
or the evidence of trial and error. Such a situation can give rise to the discovery by
informal care-givers that they cannot always provide the care expected of them or
planned at the time the patient left the hospital (Proctor et at 1996). Waitzkin (1984)
suggests that patients from lower social classes, ethnic minority groups, and elderly
people receive less information than other groups. It has been suggested that patients
often remain silent when they do not understand and is sometimes mistaken for lack of
cooperation. The discharge policy (DOH 1989b) has emphasised the importance of
discharge education which includes information regarding life-style, diet, medication,
and where patients could acquire assistance if the need arose. Despite this
recommendation the information which patients receive on discharge is often inadequate
and often non-existent (Jones et al 1989, Tierney et al 1994, McBride 1995, Lough
1996). A difference of opinion may occur between the patients' view regarding the
amount of information received and that of the professionals (Clemens 1995). However
Ley (1979) suggests that the skills of the professional in giving information can be a
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determining factor influencing the quality of information which is recalled. It has been
suggested that diagnostic statements tended to be best recalled and that statements
concerned with instructions and advice were badly recalled (Ley 1972). To improve the
recall of information professionals have been recommended to use various strategies.
This can include preparing a manual with the specific aim of improving the giving of
instructions and advice before other information, stressing the importance of the
instructions and advice you give, using short words and short sentences, using explicit
categorisation where possible, repeating information, and giving specific detailed advice
rather than general rules (Ley 1979). However an important variable which has been
found to influence patient satisfaction is the method in which health care professionals
interact with patients. There is considerable evidence that suggests that service users
value humanness (warmth, respect, kindness, willingness to listen) more highly than
more easily measured elements of health care such as waiting times and well decorated
environments (Al-Bashir and Armstrong 1991). It has been suggested that doctors who
display a feeling of warmth towards patients increases the level of patient satisfaction
(Stiles et al 1979).
It has been suggested that specific factors influence patient participation within the
discharge process which include the level of cognitive impairment, the information
which patients receive, the time available, the wishes of the family the physician's
opinion, the social support and the patient's assertiveness (Coulton et al 1982). A
study by Beisecker et al (1996) found that more experienced doctors were more likely to
advocate doctor-only decision making. It is somewhat presumptuous of researchers and
professionals to assume that patients wish to be at the centre of the decision making
process especially since studies have not questioned this concept (Price 1986, Klop et al
70
1991). In particular it has been argued that whilst elderly people preferred to be given all
the information they did not wish to participate in treatment decision making.
(Blanchard et al 1988, Sutherland and al 1989). One study established that 16.1% of
patients and 30.8 % of carers would have preferred more time to adjust to the prospect
of coping at home while only 25.5% of patients said that they would have liked more
involvement with their discharge plan (Tierney et al 1994). Similarly a study which
allowed patients to have access to and write in a common documentation record found
that none of the patients wrote in their own records. (Grange et al 1998). Further
research is required to ascertain why patients are not comfortable with this concept. It is
crucial that professionals do ensure that patients are offered the opportunity to
participate in the discharge decision making process.
Ethics and interprofessional collaboration
It is essential that professionals work together effectively since the dynamics within a
team can ultimately effect the quality of care which the patient receives (Ovretveit
1997). In a health care world where patient autonomy remains paramount and resources
are limited crisis decision making becomes part of everyday life. Thus it could be argued
that prolonged length of stays may prevent other patients from receiving prompt medical
care. Thus resource issues complicate discharge planning and force professionals to
engage in ethically challenging decision making. However few studies have
acknowledged the importance of ethical decision making in discharge planning
(Blumenfield and Lowe 1987, Chadwick and Russell 1989, Dill 1995).
Respect for the welfare of patients lay at the heart of health care delivery which requires
professionals to value the individual even though their own personal autonomy may be
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impaired. Personal autonomy is defined by Henry (1995:4) as: '..Being capable of
making choices, being self determined, responsible and capable of independent
judgement without being constrained by some other person's action.' In discharge
planning, two ethical principles may conflict. The first is the belief that patients have the
right to make independent decisions even though this may place them at risk. An
important distinction which needs to be made are those risks which are taken voluntarily
and those that are involuntary as the excessive concerns of professionals about patient
safety may override the wishes of the patient (Clemens 1995). Fairhurst et al (1996)
found that 80% of patients said that they had been adequately consulted about their
discharge plan, but less than 2% of health and social care professionals considered all
discharges to be satisfactory. Kennedy, a Director of Geriatrics at Montefiore Medical
Centre (cited in Dubler 1988) suggests that a discharge plan is a mix of what is in the
patient's best interest, what the patient desires, and what the family, community, and
funding agencies will allow.
The role of the professional is paramount in negotiating the discharge which emphasises
that professionals' personal values and opinions are important variables. It has been
suggested that nurses who have poor interprofessional relationships with other members
of the team do not wish to increase contact with patients and become less involved or
'detached' from the care of the patient (Nievaard 1987). Furthermore it has been
suggested that professionals demonstrate little consistency in their ethical decisions
(Lawrence and Helm 1987). There is evidence which suggests that the more problematic
the patient the more negative the attitudes which are displayed by nurses towards the
patient (Nievaard 1987). Considerable problems may occur when one professional
disagrees with the treatment approach suggested by another. This was reported to be a
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major ethical dilemma faced by occupational therapists (Hanson 1985). Should the
professional communicate their concerns and risk alienation or have they a duty to state
their opinion because of patient beneficence? This practice may be referred to as
`whistleblowing' (Sim 1997). The codes of conduct of the UKCC (1992) and COT
(1995) demand that practitioners report improper practice or service provision. Thus
interprofessional relationships may be severely strained. Moreover it highlights the need
to agree and publish standards of practice and agree a value base.
The solution
What is the solution to improve interprofessional relationships and for professionals to
function more effectively. The terms multidisciplinary education and interprofessionai
education have been used interchangeably within the literature to denote forms of shared
learning. The various kinds and types of terminology is confusing and interprofessional
education and shared learning have been differentiated by Barr (1994). The key
difference being that interprofessional education actively teaches the use of interaction
skills whilst shared learning focus on the content of the curriculum and not necessary on
the development of interaction skills. The White Paper 'Caring for People' (DOH
1989a) stressed the importance of multidisciplinary training, including the provision of
joint training at both qualifying and post-qualifying stages. A more recent report 'A
Service with Ambition' continues with the theme of the value of multidisciplinary
training (DOH 1996). Although despite these valiant efforts interprofessional education
still remains a rarity within the 1990s. The impact of joint training has been evaluated
by Bowdler and Turner (1993) who concluded that joint training provides a good model
for joint working. The question that remains to be answered is why have education
institutions been slow to adopt such an approach?
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The implementation of interprofessional education is often faced with many
organisational difficulties. Walton (1989) commented on the 'formidable and
frustrating' task of combining the two curricula for Registered Nurses Mental Handicap
and Social Workers who worked with mental handicap even when 75% commonalty
was identified. Brown (1992) concluded after evaluating the course that the students
were in fact going through separate training as the students complained about the
disjointedness of being taught by the two separate professions, each with their own
philosophy and value base. It has been established that such graduates were highly
valued by managers and achieved rapid promotion. What the literature has not addressed
is whether the participation on such courses has actually equipped the students to
improve interprofessional practice. It is interesting to note that a study by Tope (1996)
found that occupational therapists and social workers were willing to participate in
shared learning. However a study by Alsop and Vigars (1998) found that occupational
therapists and social workers, were unwilling to contemplate the feasibility of a dual
qualification programme even though many similarities were found in both curriculum
content and working practices.
Harding (1991) is one of the few researchers who is negative towards interprofessional
education for nurses and social workers focusing on practice placements. She found that
students were protective of their own training and not interested in sharing, however
this is exactly what interprofessional education would hope to alleviate. Sharon (1980)
makes the point that students who are used to competing within the classroom will
require specific assistance in order to achieve this aim. Nelson and Kagan ( 1972) have
observed that the tendency for children in the United States to compete often interferes
with their capacity for adaptive cooperative problem solving.
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The answer perhaps lies in the insecurity which educationalists feel about establishing
joint working and that the problems which are reported within clinical practice can be
similarly applied within education. Hurst (1995) criticises educationalists for not
encouraging processionals to accept Patient Focused Care elements such as multi-
skilling. Bines and Watson (1992) are of the opinion that the professional bodies have
yet to be convinced that joint training will enhance rather than dilute professional
practice. This criticism is supported by the belief that although the physiotherapy and
occupational therapy professions benefit from joint education there should be no attempt
to create a new practitioner (Routledge and Willson 1994). Maggs and Plurr (1989)
found that course leaders were concerned about the future of their courses. This is of
particular importance since nursing students have identified the instructor as being the
most influential in helping them define their nursing role (Olsen and Whittaker 1968,
Leninger 1971)
In order for students and professionals to function as team members they need to be
equipped with a range of skills. This is of particular importance since in many settings
health care teams, as described by the text book do not exist. The Central Council for
Education and Training in Social Work (1989) state that in order to function as a
multidisciplinary member it is essential to acquire specific skills. These include
negotiation, networking, communicating, reframing, partnership, confronting, flexibility
and monitoring and evaluation (Nason 1983). It has been established that students
would have preferred to be equipped with knowledge regarding the group process which
would have facilitated more effective communication on the health team concept
(Snyder 1981). Five content areas have been identified which should be included within
curricula if students are to work interprofessionally which include group process skills,
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communication skills, knowledge about the role of other health care professionals,
knowledge concerning the contribution of one's own discipline to health care, and
knowledge of the team concept (Aradine and Hansen 1970, Discher 1974). Whittington
(1992) is critical of the content of interprofessional education within social work since
although social workers learn about other professionals, it is from the perspective of
what resources are available and how to access them, rather than addressing the issues
of communication and co-working.
There have been positive attempts within the elder care setting to participate in
multidisciplinary working which perhaps reflects the speciality's commitment to
multidisciplinary team working (Newman 1987). Within the literature from the 1990s it
is noticeable that there is a limited number of multidisciplinary articles within
gerontology. One can only assume that such innovative ideas have fallen by the way side
There have been successful innovations regarding postgraduate education with the MSc
in gerontology at Kings College University (Storrie 1992) and interprofessional
collaboration at Middlesex University (Caldwell 1998). A noticeable absence is the
decline of the MSc Course at South Bank University which was supposed to meet the
needs of the 1990s (Leathard 1990).
Summary of the literature
Within the literature there is universal support for the team concept despite the lack of
evidence which proves its effectiveness. There is considerable evidence that weak
interprofessional collaboration influences the discharge process, and that organisational
pressures need to be resolved which both exacerbate interprofessional conflict and delay
the discharge process. It is remarkable that documentation is rarely integrated and that
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professionals display a reluctance to collate and share information with other team
members. The professions are constantly fighting to extend and improve their monopoly
and status within the health care arena. Furthermore contested professional boundaries
mitigate against patient participation in the discharge process. It is essential that
professionals accept the concept of 'role release' and the principle of interprofessional
working. Furthermore the histories of the professions demonstrates that these problems
are often ingrained into its culture. Thus educational establishments must begin to
explore the concept of interprofessional learning by encouraging professionals to share
roles and skills. Additionally the professionals must be equipped with team playing and
discharge skills in order to become competent practitioners.
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CHAPTER FOUR
RESEARCH METHODOLOGY
Methodology
Research is a technique which enables researchers to contribute to a scientific body of
knowledge. It is defined by Bowling (1997:14) as The systematic and rigorous enquiry
that aims to describe processes and develop explanatory concepts and theories, in order
to contribute to scientific knowledge.' Research which takes place in the real world
with people requires an approach which is creative and imaginative whilst maintaining
rigour and credibility. Thus the research strategy is determined not only by what one
needs to know, but from where, from whom and how one gets the required information.
It is essential that researchers are 'empowered' with an understanding of research
methodology as methodological appropriateness is often the primary criterion for
judging methodological quality (Patton 1990). The importance of forward planning is
the most essential aspect of preparing a research design. It is often time consuming,
frustrating, and hard work but without careful planning researchers can jeopardise the
whole project.
In order to achieve the aims of the research it was essential that the research design met the
following criteria:
(1) It had to provide an in depth understanding of multidisciplinary teamwork
and discharge planning.
(2) It had to be acceptable to both professionals and managers, in order for
access to be ensured, and to participate and support the aims of the study. It
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also had to take to into account the possible repercussions of issues which
arose during the course of the study.
(3 )	 It had to take into account the culture of the National Health Service and
ensure that the methodology did not impinge on the time which
professionals spent with their patients or influence clinical decision
making.
Case studies are an approach which are of particular use when attempting to change
practice and met all the required research design criteria. A case study is defined by Robson
(1993:5) as 'A strategy for doing research which involves an empirical investigation of a
particular contemporary phenomenon within its real context using multiple sources of
evidence.' A case can be a person, an event, a programme, an organisation, a time period, a
critical incident or a community (Hoaglin et al 1982, Merriam 1988, Bowling 1997). Yin
(1994) suggests that the potential methods for collecting data in case study research include
documentation, archival records, interviews, direct observation, participant observation,
physical artefacts. In the past case studies have been used in many disciplines such as law,
education, medicine, psychology and business (Hamel et al 1993). They enable the
researcher to gain an in depth understanding of a type of person, a particular problem and /
or a unique situation. One advantage of this technique is that it enables the researcher to
adopt multiple data collection techniques of both qualitative and quantitative nature. This
enables a phenomenon to be explored in greater depth using a holistic approach
(Sandelowski 1993, Yin 1994, Gray 1998). It avoids the limitations of a single method
approach and can be used for the purpose of cross validation (Denzin 1989). For example
a survey which investigated waiting times in different Accident and Emergency
Departments, was able to compare waiting times between different departments but lacked
the authority to state why such delays were occurring (Brindle 1999a).
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The debate continues regarding the conflicting and complementary aspects of both
qualitative and quantitative research (Cook and Reichardt 1979, Bryman 1984, Duffy 1985,
Silverman 1985, Corner 1991, Brannen 1992, Clarke 1995). Conflict around the preferred
approach is not particularly helpful since both have their benefits and disadvantages. Both
techniques are valid if applied to the appropriate research question, and in an ideal world
should complement each other. Bryman (1988:17) emphasises that distinguishing between
the two approaches has `... Obscured the areas of overlap, both actual and potential
between them.' Qualitative techniques are essential for exploring new topics and obtaining
in depth data which allows insight to complex issues. Quantitative methods are appropriate
if the issue known about is relatively unambiguous and amenable to valid and reliable
measurement (Bowling 1997). However the choice of the approach must be dependent on
the intentions and the goals of the researcher (Bryman 1988, Silverman 1993).
It is crucial that the design of the case study meets the requirement of an exemplary
research design if it is to be valid. Case studies are commonly regarded as a 'soft option'
and are accused of ignoring the requirements of robust and trustworthy researchers
(Campbell and Stanley 1963). Case studies have been criticised for their subjective
designs in contrast to 'true research' which are thought to depend on numerical skills
and statistical analysis (Nisbet and Watt 1980). The main criticism is related to the way
case studies have been conducted being which Bromley (1986:13) describes as
`...Sloppy, perfunctory, and sometimes even dishonest.' However it should be noted that
this criticism could be applied to almost any type of research technique. In particular a
credible case study must be seen to be significant, complete, have considered alternative
perspectives, display sufficient evidence, and be composed in an engaging manner (Yin
1994).
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Data collection methods
It was important to find a method of data collection which would not suppress patients
and professionals from freely expressing their opinions. Elderly people are unique in
that, unlike other groups, they repeatedly report positive outcomes regarding health and
social care services (Douglas 1971, Cornwell 1984, Wilson 1993). This is rather
surprising since elderly people have been reported as receiving 'second rate services'
from the health and social services agencies. Research carried out by Gallup for Age
Concern found that one in ten of the over 50s had noticed a change in attitude towards
them and one in twenty had been refused treatment (Greengross 1999). It is suggested
that researchers must share a huge proportion of the blame for failing to design research
that meets the individual needs of elderly people. In addition the high satisfaction levels
of elderly people need to be explored within the concept of value-expectancy theory
(Linder-Pelz 1982) and discrepancy theory (Lawler 1973). Within the value-expectancy
theory patient satisfaction is characterised as a positive attitude which is related both to
his or her belief that care possesses certain attributes and his or her evaluation of the
attributes. These beliefs of an individual and associated evaluations are the determinants
of an attitude (Linder-Pelz 1982). An attribute can be seen as a distinct dimension of
health care, access, efficiency, cost and convenience. Consequently patient satisfaction
techniques are constructed both to measure beliefs and attributes. Thus the outcomes
from satisfaction studies is dependent upon the role in which the patients perceive
themselves in relation to the health care system (Williams 1994). Furthermore elderly
people are often regarded as 'apolitical', having little influence with those in power.
In contrast the discrepancy theory posits satisfaction as the result of the perceived
discrepancy between what the individual desires and what occurs. Williams (1994)
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summarises the discrepancy theory in terms of the patient receiving less then one wants
(desires needs) resulting in a sense of deprivation, the patient receiving less then one
expects, resulting in feelings of disappointment, the patient receiving less than is
mandated by accepted social rules and values (that to one which is entitled to), resulting
in a sense of injustice. The discrepancy theory may be influenced by the 'good' and
'bad' surprise levels (Nelson and Larson 1993). The 'good' surprise is defined as care
going beyond what was expected. For example an elderly person returning to their
previous functional level after a fall. A 'bad surprise' is equivalent to the violation of
typical social values and norms. For example an elderly person with a prior positive
experience may find that his or her high expectations are not met on their subsequent
hospital admission. The results indicated that those patients with 'no surprise' expressed
satisfaction whereas those with a 'bad surprise' were more likely to express
dissatisfaction.
One of the reasons why elderly people may have been ignored is the acknowledgement
that research which involves elderly people is particularly challenging. Research which
involved this group has been relatively ignored within the gerontological research
literature (Cora and Lapierre 1986, Burnside 1988, Kayser-Jones 1993). In particular the
design must overcome and acknowledge physical, social, cognitive and environmental
factors which are associated with the ageing process. If any of these factors are ignored
this can significantly influence the research design and consequently the research data.
The research tools used to collect patient satisfaction data can influence that data and
consequently the results. More importantly such tools can encourage professionals to
believe that patients are satisfied when in reality they are highly discontent (Rigge
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1994). It is remarkable that the principal methodologies used to collate patients'
opinions regarding the discharge process clearly demonstrate patients to be less satisfied
if quantitative techniques were implemented (Black 1994, Williams 1994). These
include structured interviews (Wirral Community Health Council and Family Health
Service Authority 1991, Neill and Williams 1992, North Tyneside Community Health
Council 1994) and postal questionnaires (Chapman et al 1994, Worthing Community
Health Council 1994, Barking Havering and Brentwood Council and Age Concern
1995, South Thames and The Association of Community Health Councils 1995). It is
noticeable that researchers have allowed questionnaires to be completed either by the
user or the carer (Chapman et al 1994, Age Concern 1995) and this may well effect the
validity of the research, particularly as carers are more willing to express dissatisfaction.
(Wilson 1993).
It is noticeable that discharge satisfaction surveys have focused on specific factors of the
discharge process which are easy to measure and collate rather than actual patient 'likes'
and 'dislikes.' Furthermore questionnaires mainly reflect the designer's assumptions not
the patients' perception of problem areas. Research by Owens and Batchelor (1996)
found that patients were often unwilling to criticise the interpersonal aspects of a
service but were more willing to criticise factors which were not the direct
responsibilities of professionals such as the heavy work load of nurses. It is remarkable
that in a systematic review of patient satisfaction only 6% explored patient's opinions
regarding outcomes whist only 3% of studies investigated items regarding psycho-social
problems (Hall and Dorman 1988). It is noticeable that the response rates from surveys
are often low whilst the low response rates are often not discussed by researchers.
Moreover there is a significantly lower response rate from self-completed
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questionnaires. Chapman et al (1994) reports that only 47% of questionnaires were
returned (93 out of 200) whilst The South Thames Community Health Council (1995)
report that 49.8% of questionnaires were returned (1095 from 2200). It has been
suggested that some elderly people are unable to participate in research projects as
researchers fail to take into account the ageing process (Phillips 1986). More
importantly patients who do not respond may actually be expressing dissatisfaction (Ley
1972, French 1981).
Considerable variations have occurred amongst researchers as to the timing of data
collection. Allowances should be made for responses that change over time (Spelman
and Ley 1965, French 1981) This is often complicated by poor recall whilst some
researchers have concluded that emotional factors distort the patients memory (Aitken-
Swan and Easson 1959, Ley and Spelman 1967). In addition it is difficult to ascertain
whether the results of such questionnaires reflect the health status of the patient.
(Fitzpatrick 1991). It is significant that few studies have been conducted over multiple
time sessions. One exception is a study by Fairhurst et al (1996) who carried out a three
phase study comprising of a semi-structured interviews with patients or their carers
thirty-four days after discharge, followed by a postal questionnaire six weeks after the
interview and a postal survey of the professionals in the discharge process. However the
researchers do not state why mixed research techniques were used, whether they
influenced the data or why the first interview occurred nearly five weeks after discharge.
It has been suggested that social and demographic variables influence patient
satisfaction which makes the design and analysis of patient satisfaction surveys quite
difficult (Fitzpatrick 1990). Moreover some studies have failed to report or measure the
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subjects cognition (Wirral Community Health Council and Family Health Service
Authority 1991, North Yorkshire Family Health Service Authority 1993, Clarke et al
1996). This is of particular importance since Carstairs (1970) found that that 44% of
patients had to be excluded from the research because of severity of illness or inability
to answer. Similar problems have been encountered by Bowsher and Gerlack (1990) and
Bowsher (1992). Cognitive tools such as the Mini Mental Test may be an useful way of
determining entry. A study concluded that only 10% to 15% of all nursing home
residents were capable of providing reliable data as determined by the Mini Mental Test
(Bowsher 1992). The choice of the test must be credible and it is noticeable that Neill
'
and Williams (1992) in a otherwise well conducted study did not report on the validity
of the cognitive test except that it was developed by a colleague in the Research Unit of
the National Institute of Social Work. Furthermore many researchers (Wirral
Community Health Council and Family Health Service Authority 1991, Bull 1994,
Chapman et al 1994, North Tyneside Community Health Council 1994, Worthing
Community Health Council 1994, Age Concern 1995, Barking Havering and Brentwood
Council and Age Concern 1995, South Thames Community Health Council 1995) fail to
report on the issues surrounding informed consent with elderly people.
We live in a multi-cultural society with an increasing number of older persons from a
range of minority ethnic groups. Therefore it is rather disturbing that researchers have
frequently admitted that questionnaires were not translated into different languages.
Equally important they often do not report on the ethnic mix of the participants or
whether interpreters were available. Thus researchers have failed to acknowledge equal
opportunity policy which is unacceptable. It is essential to ensure that research tools are
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culturally transferable, particularly if they have been developed in other geographical
areas, and secondly, have been validated for use with the elderly.
The critical incident approach is unique in that that it does not measure satisfaction or
dissatisfaction, but discloses individuals' likes or dislikes, and allows patients to talk
about the events they consider important (Jones 1988). It is therefore an extremely
useful guide to illustrate what changes may need to be made. It is described by Flanagan
(1954:327) as a method for '....Collecting direct observations of human behaviour in
such a way as to facilitate their potential involving practical problems.' Critical
incidents can be collected by either direct observation or retrospective accounts. It is an
extremely flexible technique which has been adapted to evaluate patient perception of
nursing care (Grant and Hryack 1985, Norman et al 1992) and to evaluate performance
(Flanagan et al 1963, Cormack 1983, Benner 1984). There is no evidence within the
literature of this approach being adopted by researchers investigating patients' or
professionals' perceptions of the discharge process and multidisciplinary teamwork.
If the technique is used then the researcher must follow five stages. Each stage contains
clear and concise instructions. These include:
(1) Establishing the general aim of the activity
(2) Setting plans and specifications
(3) Collecting the data
(4) Analysing the information
(4) Interpreting and reporting the data
It is essential that the definition of 'incident' and the identified criteria are adhered to
since respondents who report events which do not meet the criteria cannot be regarded
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as authentic. An incident is defined as 'Any observable human activity that is
sufficiently complete in itself to permit inferences and predictions to be made about the
act' (Flanagan 1954:327). It must occur in a situation:
'Where the purpose or the intent of the act seems fairly clear to the observer and
where its consequences are sufficiently definite to leave little doubt concerning
its effect' (Flanagan 1954:327).
In addition the researcher must ensure that the following criteria are met when collecting
the incidents: Is the actual behaviour reported? Was it observed by the reporter? Were
all relevant factors in the situation given? Has the reporter made a definite judgement
regarding the criticalness of the behaviour? Has the reporter made it clear just why she
or he believes the behaviour was critical? In critical incident studies the analysis usually
takes the form of inductive classification of information and the construction of
categories which enables the information to be described at increasing levels of
specificity (Norman et al 1992).
Systematic observation
Observation is a part of everyday life. It is a priceless research technique which enables
one to improve one's understanding of many aspects of life. For example in the United
States of America this technique was able to show the types of foods which Americans
consumed by investigating their garbage cans. It highlighted the discrepancies in what
the individual actually admitted to eating when interviewed (Reeves 1992). The trend
towards ensuring that observation takes place in the participants natural setting must
silence those critics who criticise observation research within the psychological and
sociological settings as artificial, narrow and restrictive (Sylva et al 1980). Thus
observation is a technique which allows one to observe what people actually do as
87
opposed to what they think they do. However Treece and Treece (1986) suggest that
researchers can never be sure they understand what they actually see. Thus it may be
important to actually clarify what has been observed.
Observation is a research tool that requires a vast range of skills. This includes the
ability to see, examine, and record information. It is remarkable that a skill which we
use every day is notoriously difficult to implement as a research tool '..It may in fact be
harder than even ethnologists believe' (Cooper et al 1974:3). The type of the approach
will depend on the aims and objectives of the study, the skills of the researcher, and the
time and resources that are available. The role of the researcher is of particular
importance since a decision must be made whether to adopt a structured or unstructured
approach. Moreover this shapes the research data. In participant observation the
researcher adopts a full time role that is integrated with the research participants in order
to interact with the participants and observe behaviour in its 'natural state'(Swanwick
1994).
Woods (1982) suggests that the researcher runs the risk of 'going native' if he or she
becomes totally immersed. Parker (1974:219) gives the following advice to researchers
of how to remain detached from those which are being observed:
'...To become an insignificant variable. That is whilst one can watch and/or
take part in normal group activities and so contribute to the dialogue, one must
not alter the group's processual direction. One may occasionally alter the
content, but never the form.'
In non-participant observation the researcher remains detached and adopts the 'fly on
the wall' technique. This enables one to collect objective data which is not biased by the
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researcher's values. This approach makes it more 'acceptable' as a research technique in
that Polgar and Thomas (1988) assert that the precise, unbiased observations of people,
objects or events forms the empirical basis for all branches of science. It is argued that
observers cannot be objective since they are constrained by their own culture, language
and interests (Richer 1974). This in part explains why empirical scientists claim that the
data obtained from observational studies is superficial (Cooper et al 1974).
The areas of informed consent is of particular importance in observation studies. An
observation technique known as Covert Video Surveillance used a concealed video
camera to observe mothers with the rare disorder of Munchaussen syndrome with their
children. This allowed the researchers to observe mothers 'harming' their children
which otherwise would have remained merely suspected (Thomas 1999). However one
could argue that such research is unethical despite the results which are obtained by the
investigators. In addition the researcher needs to determine how observations will be
recorded. The researcher must determine whether this will involve a structured or
unstructured approach. Unstructured observation data carries the danger of being
difficult to organise and lacking cohesiveness whilst deductive research may lose some
of the richness of the data.
This study required an approach which would allow observations from the group to be
recorded systematically, and had to meet three important criteria. It must have been
standardised for use with diverse groups within the health care arena. Secondly it is
able to identify complex communication which occurs within group interaction and
thirdly it is 'user friendly', cheap, easy to administer and to train others in its use. There
are many published accounts of the various structured observation tools that have been
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used to observe individuals and groups in many different contexts (Flanders 1970,
Hopkins 1985). These standardised tools have been constructed for use in many
different clinical areas and are rarely transferable across studies and specialities. The
picture is further complicated by the many different labels which are used to define
similar categories, the failure to report reliability for specific response modes, different
measurement assumptions and rating procedures, and different theoretical biases make
it difficult to compare the different rating systems. For example The Hill Interaction
Matrix G72 (Hill 1977) was devised for use in therapy groups. The Stiles' Verbal
Response Mode System (Stiles 1978) can be applied to wide variety of groups which
include medical interviews and psychotherapy. The Multiple Level Observation of
Group (Bales et al 1979) is useful as a training or therapeutic tool rather than a
methodological device for research purposes.
It is regrettable that researchers have concentrated on developing and using standardised
observation tools for use with dyads groups rather than with specific groups. For
example doctor patient communication (Woolley et al 1978, Hall et al 1987). The
principle area of interest have been re garding verbal or non-verbal behaviour, power
use, information exchange, and problem solving (Inui et al 1982). It has been
established that some interaction tools have better validity that others. For example Inui
et al (1982) suggest that the Bales Interaction Analysis (Bales 1950) is not as sensitive
as the Roter Interactional Analysis (Roter 1977) or the Stiles Verbal Responses Modes
(Stiles 1978) to measure the complexities of doctor / patient communication. However
Elliot et al (1987) concluded that generally there is not a best response-mode system
after comparing six rating systems.
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The technique of systematic observation is defined by Bakeman and Gottman 1986:4)
as a:
'Particular approach to quanting behaviour. This approach is concerned
with naturally occurring behaviour observed in naturalistic contents. The aim is
to define beforehand various forms of behaviour... The hallmarks of systematic
observation are the use of predefined categories of behavioural codes by
observers of demonstrated reliability.
The Bales Interaction Analysis was the only tool which had been designed specifically
to measure and observe group behaviour and met the required criteria (Bales 1950). It
originated from research on problem solving among groups of students. It has been used
to identify complex communication in group interaction (Evans 1950, Roberts and
Strodtbeck 1952), doctor / patient communication (Hare et al 1960, Davis 1968) and
has been used to examine the family as a three-person group (Strodtbeck 1954).
Pilot study
Pilot studies are an essential strategy to 'iron out' problems which could affect the
credibility and authenticity of the research data and identify any changes that need to be
made. These changes will in turn add credibility to the research design. The pilot studies
took place within all three clinical areas prior to the field work and were extremely
helpful in identifying and resolving problems in the research design. It enabled the
researcher to become familiar with the group values, norms, rules, and culture.
Furthermore it enabled the research participants to familiarises themselves with both the
aims of the research and with the researcher. It is naive of researchers not to anticipate
that their presence within the field will not instigate some kind of response which is
referred to by Lincoln and Guba (1985:94) as the 'Guinea pig effect.' Therefore it is
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essential to be able to distinguish between normal behaviour and the changed behaviour
which may occur. Initially there was great excitement and interest. There is no doubt
that initially the team members of all six teams were very much aware that they were
being observed. There were noticeable changes of behaviour and increased awareness of
the multidisciplinary meeting with the medical team in elder care making an additional
effort to contact the nurses to attend the ward round. An occupational therapist (elder
care) reported that prior to the multidisciplinary team 'I thought about my behaviour
and my actions.' One consultant on the ward round remarked to the researcher 'Oh we
haven't talked much about social things today.' This reflects the impact of the
researcher. However comments like these declined as the research progressed.
A non-participant approach was adopted throughout the research. This requires a
degree of detachment from the research participants. It was extremely difficult to
maintain since it was impossible to ignore polite social conversation and questions
about the research. Moreover the research participants were naturally inquisitive and
enthusiastic. Thus it was important to adopt an approach which did not alienate the
research participants. Furthermore (Denzin 1970) warns researchers about the dangers
of 'going native' which is when roles become blurred and results in over identification
with the research participants. The use of field notes was a useful method of examining
the extent to which this process occurred which were then discussed with an academic
supervisor.
It enabled the researcher to ascertain whether the research methodology would allow for
vigorous scrutiny and enable the research question to be answered. It was essential to
ensure that the Bales Interaction Analysis was a tool which could be used in all three
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clinical settings. The decision to video-record the multidisciplinary meetings was made
only after the pilot study in elder care. It soon became apparent that the researcher was
unable to record complex interactions due to the sheer volume of professionals who
attended the meeting. In addition it was difficult to capture the non-verbal
communication which occurred in the meetings. Video-recordings allow researchers to
analyse data in different ways but also allow other researchers to conduct secondary
analysis of recorded data (Johnson and Griffith 1985, Van Ort and Phillips 1992). The
one negative feature of video-cameras is that it is often cited along with a lack of time,
as one of the reasons for non-participation (Spoth and Redmond 1992). It was
established that none of the participants objected to the camera although it was
important to repeatedly confirm and reassure health care professionals regarding the
maintenance of confidentiality. To minimise the distraction of the video-reorder, a
`video-operator' was recruited which ensured that the quality of the video was of a high
standard. The dangers of the Hawthorne effect were particularly noted and considerable
time was spent integrating the camera into the research setting (Heacock et al 1996)
The researcher was unable to gain ethical approval to video record the ward rounds
within acute medicine and orthopaedics. The main difficulties were that patients were
being admitted into hospital by the on-call team were often confused, medically unwell
and situated in many areas of the hospital including the Accident and Emergency
Department. It would have been extremely difficult to ascertain the informed consent of
patients and of members of the team prior to the team meetings. Hence it was necessary
to explore the feasibility of the two people (the inter-rater reliability judges) attending
the ward round to rate the interactions alongside the researcher. This was considered
unfeasible due to the numbers of health care professionals who attended the ward round
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and most importantly of all it could be disconcerting for the patient. A tape recorder did
not prove to be successful as the consent of patients was still required. After much
discussion this problem was resolved by the researcher attending the ward rounds and
recording the team interactions. This was possible since the professionals spoke clearly
and did not interrupt one another. However this role led to the researcher wondering
whether her role was that of an observer or an stenographer? Atkinson (1981:132-133)
gives real world advice to the observer:
' ... There is a constant problem that faces the fieldworker, and that is the
decision what should be sacrificed. A complete description would be highly
endless, and a degree of selectively must be employed. To some extent during the
first days in the field one is willy-nilly selective in reporting: Since a great deal
that happens appears to be of little or no consequence, and its significance is
easily lost to the naive observer.
Furthermore a decision was made not to preserve all the medical features of these
discussions to improve the readability of the transcripts; And secondly the researcher is
not concerned with the actual medical data of medical tests results but how and who
makes the decision. This position is defended by Atkinson (1995:18) who warns about
the danger of losing one's objectivity by going 'native':
' ... There is no need, indeed every disadvantage in 'going native' by means of
the acquisition of medical knowledge. The ethnographer does not seek to
'become' a surrogate haematologist, surgeon, physicist or accountant...'
Atkinson (1995:12) justified his decision to exercise editorial discretion within his own
transcription of medical ward rounds and to exercise:
'A certain amount of editorial licence
	
 as there seems to be no point in the
preservation of details in the analysis if they detract from the analysis rather
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than informing it. Data extracts will, therefore, be presented in a form edited to
remove the most distracting aspects, such as many of the timed short pauses,
hesitations and the like.'
Careful attention was paid to use conventional orthography as often as possible.
However at times spontaneous speech appeared far too precise and somewhat
programmed. Furthermore one should not forget that the language of medicine has its
own code of etiquette and that it is important to ensure that the rhythm and the sense is
maintained.
The critical incident technique was piloted with six female health professionals (two
were occupational therapists, three nurses, and one doctor) and six female 'healthy'
elderly subjects (residing in the community). All of the participants were known to the
researcher and consented to participate in the pilot study. It is acknowledged that the
researcher could be criticised for not piloting the critical incident method on older in-
patients. The cost of this becomes apparent when the critical incident approach is
implemented in actual older patients.
To ascertain the participant's perception of the way in which the interview was
conducted the participants were asked for honest feedback. From the feedback and after
listening to the tape it became apparent that the researcher must not interrupt silences
and allow the respondent to elaborate on a point and to direct the interview. The
suggestions for interviewers using tape-recorders by the Minnesota Centre for Social
Research cited by Patton (1990:350-351) are extremely helpful and are named (rather
ironically) 'How To Keep Transcribers Sane.' Lincoln and Guba (1985) recommend
that it is important to keep an easy rhythm and as much as possible, to keep the 'talk
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turn' with the participant. It became apparent that the interviews with older people took
considerable longer, that the pace needed to be slower, and that the researcher needed to
be aware not use medical jargon or make assumption that patients would be aware of the
discharge process.
It is important to allow enough time for the participants to 'warm up' sufficiently prior
to the interview as this provides a relaxed atmosphere. Equally it was also important to
acknowledge that clinicians were to be interviewed during working hours and therefore
the length of the meeting was limited (45 minutes maximum). Although Lincoln and
Guba (1985) suggest that the interview should be terminated when it has ceased to be
productive.
Overview of research design
Phase one is an investigation to examine how multidisciplinary teams function by
analysing health and social care professionals interaction within the multidisciplinary
team meeting. In the elder care setting two care of the elderly consultants participated in
the research and in total fourteen meeting were attended. Seven meetings from
consultant A and seven meetings from consultant B were video-recorded.
A draft outline of the problems were formulated after conducting the comprehensive
literature review. A tentative working hypothesis was developed during the pilot study.
The term 'high status' refers to members of the medical profession whilst the term low
status' refers to nurses, occupational therapists, physiotherapists, care managers, and
speech therapists.
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In this phase of the study the hypothesis is that :
High status professionals will ask and receive more information than lower
status professionals within the multidisciplinary team.
The development of elder care medicine has been defined by the British Geriatric
Society (1993:23) as 'That branch of general medicine concerned with the clinical
rehabilitation, social and preventative aspects of illness and health in the elderly.'
Decisions involving the care of the patient are often made in a formal meeting which is
attended by members of the multidisciplinary team. The aim of the meeting is to discuss
the management of the patient and to share information. Although at this particular
meeting the patient is not present.
The length of meetings varies considerably with consultant A's meetings lasting on
average fifty minutes and consultant B's meetings lasted on average two and a half
hours. Within this setting the physiotherapists, care managers and occupational
therapists are all consultant based. Both consultants had numerous patients throughout
the hospital and nurses from the various wards would attend each consultants meeting at
specific times. The rotation of junior professionals results in tebams constantly having
to change to accommodate new members. The composition of the two teams was similar
but they differed in their expertise. The attendance of professionals varied constantly
with particular absences form nursing and care management. It is noticeable that the
doctors were the most consistent in terms of attendance.
97
Phase two
Phase two is an investigation of the decision making process through analysis of the
interaction between doctors in a on-call acute medical team. The post take ward round
occurred at 7.30 a.m. after the night on call. Each medical firm has an allocated day per
month when they are responsible for admitting patients. The researcher attended
fourteen meetings in total and transcribed the interactions which occurred between the
health care professionals with patients aged 65 and over. One consultant participated in
the research. A tentative working hypothesis was formulated during the pilot study.
In this phases of the study the hypothesis is that:
Junior doctors will give and receive more information than the most senior
member of the on-call team (the consultant).
Acute medicine is organised so that each ward has patients from different consultants
and consequently medical teams will visit numerous wards to review their patients. The
team will admit patients both under and over 65. Occupational therapists and care
managers are neither ward based nor consultant attached. This may be related to the lack
of resources and the impossibility of attending the numerous ward rounds. However the
medical physiotherapists are ward based, although patients who require chest or neuro-
rehabilitation physiotherapy are referred to the appropriate experts.
Phase three
This phase investigated how multidisciplinary teams function by analysing
multidisciplinary interaction during an orthopaedic bedside ward round. In total fourteen
meetings were attended. Two orthopaedic consultants participated in the research and
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the researcher attended seven meetings with consultant D and seven meetings with
consultant E. The working hypothesis of this phase was developed during the pilot study
the same as the hypothesis in phase one.
In this phase of the study the hypothesis is that:
High status professionals will ask and receive more information than lower
status professionals within the multidisciplinary team.
The orthopaedic team visits each patient and reviews the patient at the bedside. The
patients who have been admitted by the team on-call are reviewed at this ward round.
The rounds occurred every week at 8.00 a.m. Prior to the ward round an x-ray meeting is
held in the orthopaedics department which is attended by the multidisciplinary team
members with the exception of nurses. Although only the doctors have any input at this
meeting. Once it has ended the team meets and the most junior doctor decides on the
format of the ward round. Once the team arrive they gather around a large admissions
board at the nursing station and briefly review the patients before visiting each patient
at the bedside. The length of the rounds varied according to the number of patients.
Phase four
This phase explored patient and professional's perceptions of multidisciplinary team
work and discharge planning within medicine, elder care, and orthopaedics. Five stages
are outlined by Flanagan (1954) that need to be performed by the researcher prior to the
critical interview occurring. These are establishing the general aim of the activity,
setting plans and specification, collecting the data, analysing the information,
interpreting and reporting.
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Discharge survey : Phase five
To improve the transferability of the research design a national survey was carried out
in January 1998 to compare the structure, purpose and restraints of multidisciplinary
team work across the United Kingdom. It was important to establish whether other
teams experienced similar problems identified from the Bales Interaction Analysis and
the Critical Incident approach carried out at a single London teaching hospital.
Transferability is the alternative term for external validity. A case study's transferability
may be problematic since its transferability depends on how far the case study example
is similar to others of its type (Yin 1994). It is imperative that researchers provide
enough detail and information to allow individuals to make an informed and
independent decision whether transferability is possible:
'...It is not the naturalist's task to provide an index of transferability; it is his or
her responsibility to provide the data base that makes transferability judgements
possible on the part of potential appliers' (Lincoln and Guba (1985 :316).
The negative factors which influence the transferability of the research are the relatively
small samples which are used in qualitative methods. Lincoln and Guba (1985) argue
that this is irrelevant as qualitative data produces 'rich thick information.' The critical
incident tool does not acknowledge the variability within and between elderly people
aged 65 and over. Thus to prevent elderly people from being regarded as one
homogenous group both the sample and the population should be described. This will
allow any differences to be acknowledged and thus limit the number of generalisations
(Dura and Kiecolt-Glaser 1990).
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A questionnaire was sent to 120 clinical directors within 40 hospitals across the United
Kingdom that admitted orthopaedics, elder care and acute medical patients (refer to
appendix three). The trusts were picked at random using the social services yearbook
(Rees et al 1998). On average two hospitals in each region were contacted. To further
increase the response rate one follow up letter was sent two weeks later to the non-
respondents. There was a respectable response rate with 77 (64%) of the questionnaires
being returned. The topics of interest were formulated from the themes which emerged
from the in-depth interviews and from the Bales Interaction Analysis. These were
regarding the composition of the team, the format of the multidisciplinary meeting, the
perceived benefits of multidisciplinary working, the factors which hinder
multidisciplinary team working and collaboration between the specialities. The
questionnaire was pre-tested on ten clinicians within the health services (3 doctors, 4
nurses and 3 occupational therapists). The participants were consulted about any aspects
that they felt needed revising. This resulted in changes being made to the format and
language. For example the term interdisciplinary is not as familiar as multidisciplinary.
The introductory letter was considered to be rather dull, and changes were made to the
format of the letter to motivate the participants and emphasise its importance.
A debate occurred regarding whether the name of the hospital should be included on the
questionnaire, whether it should be pre-coded or whether it should remain totally
anonymous. The latter would have been preferred since this would have ensure an
honest response especially regarding collaboration between the specialities. Although if
one ensured total anonymity then one would have been unable to compare and contrast
the responses from the three specialities. It was thus decided to allow participants to
complete the name of hospital since other experts commented that participants tended to
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tear off the code number from the top of pre-coded questionnaires. However some
participants did not complete question seven due to the inability to remain completely
anonymous. Additionally not all specialities returned questionnaires from the same
hospital trust.
On a positive note the participants were of the opinion that the instructions were clear
concise and simplistic and were found to be measuring what it intended to measure. It is
important to note that the order and wording of questions can affect response and bias
results. Careful attention was paid to the type and order of questions as the evidence
from the literature suggests that non threatening questions should be asked first
(questions 1-4). Closed questions were used since much is known about this topic.
However closed questions give the participants clues about the answers which they may
not have thought of themselves. The response choices for closed questions were both
scaled with an appropriate alternate response available for each question (Questions 3-6)
and multiple responses using a five point Likert scale (question 7). It is acknowledged
that there is some debate about the appropriate value for middle scales values (Bowling
1997).
The data from the survey was able to demonstrate that the composition of the nine
clinical teams were typical of the teams used across the United Kingdom. The results
will be discussed in chapter five
Ethical clearance and access
FranIcena (1973) refers to ethics as a branch of philosophy that deals with thinking about
morality, moral problems and judgements of proper conduct. Researchers will be faced
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with dealing with and managing ethical situations. Robson (1993) points out that ethical
considerations have a major influence on the research design and it is essential to give it
serious thought. Kimmel (1988) puts forward ten questionable practices in social
research which include involving people without their knowledge or consent, coercing
them to participate, withholding information about the true nature of the research,
otherwise deceiving the participant, inducing them to commit acts diminishing their
self-esteem, violating rights of self-determination, exposing participants to physical or
mental stress, invading their privacy, withholding benefits from some participants (For
example in comparison groups) not treating participants fairly, or with consideration, or
with respect. However Smith (1985) warns that fact that ethical sensitivity does not
guarantee that an ethical problem will be sufficiently resolved. Ethical principles
governing research (as with clinical practice) are that the respondents should not be
harmed and that informed consent should always be obtained. Ethical problems can
relate both to the conduct of the research and the subject matter of the research. The
latter is of particular importance since discharge planning is a process which can have
serious implication both for the patient, the professionals involved and the organisation.
Ethical clearance was obtained by successfully meeting the criteria set by the Hospital
Ethics Committee (refer to appendix one). The committee required the researcher to
ensure that:
(1) Hospital consultants were aware of the research and had agreed to participate. Thus
consultants from elder care, acute medicine and orthopaedics were approached to
ascertain whether they would participate in the research project.
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(2) Patients were not excluded because of language difficulties. The researcher ensured
that patients whose first language was not English could be included in the research
since the trust employed interpreters which could be utilised by the researcher.
(3) Demonstrate that care has been taken to ensure that all patients and professionals are
fully informed and educated about the aims of the research.
Thus strategies must be in place to protect privacy, confidentiality and surrounding the
selection of research participants. The issue of obtaining informed consent is
particularly problematic with elderly people since researchers must take into account the
possible effects of the ageing process. Researchers have an ethical responsibility to
ensure that all the potential subjects understand the nature and purpose of the research.
This was difficult to ensure and consequently if there was the slightest doubt, then the
participants were not interviewed. To ascertain whether patients had a cognitive
impairment a cognitive test could have been used on each participant. This was not
considered appropriate since a low Mini Mental Test score may not indicate whether a
patient could participate with the research. It was apparent that many elder care patients
appeared suspicious of the consent form even though they were typed in large, bold,
black print and the content of the form was read to each individual. Similar problems
were reported by Brod and Feinbloom (1990).
Building and maintaining trust is one of the essential components of successful research.
It is a process which does not occur overnight but one which develops and matures over
time. To maintain the trust of the participants it is essential to ensure that their
confidences will not be used against them and to maintain their anonymity (Lincoln and
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Guba 1985). Peer debriefing is a technique which aims to ensure and maintain the
credibility and the `honesty'of the researcher (Lincoln and Guba 1985). Throughout the
course of the research debriefing was viewed as an important and valuable part of the
research process. Prior to the interview the participants were briefed about the nature
and purpose of the interview and were encouraged to express their fears and anxieties.
At the end of the interview the tape was 'played back' to allow the participants to erase
or add further comments. In addition they were invited to listen to the tape at any time
although none of them expressed a wish to do this. All of the participants received two
copies of the typed transcript. One copy was to be retained and the other be returned
with any amendments. This technique was popular with the participants and allowed
one to demonstrate data collection integrity. It also makes it less likely for the
participant to deny the information at a later stage (Lincoln and Guba 1985). It is
important to recognise the negative factors associated with debriefing which Lincoln
and Guba (1985) suggests leave the researcher feeling that his or her progress,
judgements, or insights are not what they should be, feel demotivated and lose interest.
Project management
The innovators of bold and fresh ideas must be able to find academics, clinicians, sponsors
and institutions who are willing to promote and support both controversial and exciting
projects. Thus finding the 'appropriate backer' is the hardest task facing researchers. The
first hurdle is to find an academic institution who have the expertise to support one's
innovation and the second is to 'negotiate access' into the research environment. Thus the
design of the study had to be acceptable to both professionals and managers, in order for
access to be ensured. This step is extremely important since failure to achieve this means
that the research design cannot be implemented. There can be no doubt that this causes the
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most anxiety since it is time consuming, frustrating and often painfully slow. Lincoln and
Guba (1985) state that it is essential that one is skilled in the art of negotiation, persuasion
and education. However the skills of stress management and diplomacy are of equal
importance.
The research topic has a interprofessional focus and may be regarded as controversial.
Thus the research design had to take into account of the possible consequences of the
issues which could arise during the course of the study. Consequently it was essential to
gain the consent of multiple gate keepers who each had their own political, managerial,
and cultural differences; each gate keeper had the power to veto entry into the research
field. It is important to take into account that different groups may have different
agendas for participating and that the topic of the research may be seen as threatening
by one, yet innocuous by another (Gibson 1996). As the topic was controversial and
potentially threatening it was essential to ensure that fears were diminished and a
partnership of trust was established and maintained. This is emphasised by Lincoln and
Guba (1985:257) who warn researchers to `... Ensure that the trust which has been
gained is not destroyed overnight as a result of an ill-advised action. ' Thus considerable
time and energy was spent meeting with heads of departments, clinicians and
consultants. The latter being essential not only to gain access to patients and to the
multidisciplinary team but to gain approval from the Local Research Ethics Committee.
There are considerable advantages in discussing the methodology with academics,
clinicians and managers as they are able to bring holistic realism into the research
design.
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There were two major setbacks which were not anticipated by the researcher both which
were associated with power and moreover, the power of veto. The literature refers to
this as 'chilling' where either the researcher receives hostile reactions from colleagues
or experiences publishing difficulties (Sieber and Stanley 1988). Marshall (1995:70-71)
describes in depth an incident where, in spite of numerous tactic still failed to gain
access because of political controversies. In fact she finally admits defeat '....It was time
to let go of her pride and face facts 	 Marshall went back to the library to find another
'change city.' The chief executive of the trust refused to allow for the research to take
place. The rationale behind the refusal may be due to sensitivity regarding the way in
which the image of powerful organisations are portrayed (Lee 1993). This problem was
successfully resolved by successful lobbying by other influential gate keepers. One was
encouraged to read about other researchers experiences. The second problem was the
reluctance of the medical consultants to participate in the research. After a long process
of negotiation only one of the medical consultants agreed to participate with the
research. The reasons given for refusal ranged from organisational ones, to those of
disinterest, or the failure to acknowledge the relevance of the research. Although one
suspects that the medical profession did not feel that they should account for the way
they conduct their ward rounds to a 'non-medic.' Indeed other than negotiation there
was no way to solve this problem.
A formal agreement was negotiated with the trust which placed no restrictions on
publishing. In return the host organisation insisted that the researcher participate in
regular meetings with the discharge team to inform them about the progress of the
research. A contract was made with each stake holder which stated when the research
would begin and end. It was necessary to operate a research time table to reflect both
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academic and financial constraints. However the researcher needed to ensure that the
research time table was flexible in order to plan for the unexpected such as the research
participants taking annual leave.
It is remarkable that the authors of text books have paid little attention to how
researchers leave the field. (Robson 1993, Bowling 1997, Holloway 1997, Denscombe
1998). This was of particular importance when negotiating access since it allowed
professionals to prepare for the researchers' arrival and departure and assisted with
maintaining the research relationship between the researcher and the participants. In
addition research texts ill-prepare researchers for 'real life' research. On reflection the
themes which emerged from the field work diary were that field work is vigorous,
challenging, frightening, unpredictable, lonely, undemocratic, menial (at times), and
completely at the mercy of the research participants.
Hidden costs occurred as the research design developed each as the costs for the judges,
tapes, video tapes and the cost of the person to operate the camera. In total these costs
came to approximately one thousand pounds. The costs were met by funding which had
been secured by an occupational therapist manager on behalf of the researcher.
Method
Data collection involved the gathering and recording of information through a variety of
data sources. Each data collection technique which was used to instigate the research
design will be discussed.
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Data Collection Methods
A instruction manual is provided by Bales (1950) which gives clear and precise
instruction how this tool must be used. Each member of the group is given an arbitrary
number by the observer. Each interaction is classified into twelve categories (refer to
appendix two). The observer screens each act or gesture to determine which of the
functions it is most directly relevant to. The categories one to three and ten to twelve are
concerned with socioemotional activity (actions that are based on the interpersonal
relationships within the group). For example if one compliments a person then that
would be a positive socioemotional activity, if one disagrees with any one then that may
refer to a negative socioemotional activity. The other six categories refer to task activity
or behaviour that focuses on the problem that the group is trying to solve e.g. the giving
and asking of information are all examples of task-oriented activity. Every action is then
treated as an interaction and there is no set time limit. Each act is viewed as a response
to the last act of the last other, or as anticipation of the next other. The originator and
recipient of each act is recorded. In an interaction the number of units recorded may be
more than one. If the act is non-verbal such as a laugh, a note of this is recorded as a
single unit. Interactions may occur between more than one person and this must be
recorded. It is important to keep a coding system simple (Bakeman and Gottman 1986).
Once a codeable event has been detected, the observer must classify the event, that is, to
assign to it one of the codes from the coding scheme which is then recorded using paper
and pencil onto the observation sheet.
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Critical incident approach : Phase four
The five stages outlined by Flanagen (1954) regarding the implementation of the critical
incident approach were implemented The five stages in the critical incident approach
were:
(1) : Establishing the general aim of the activity
This stage explored patients' and professionals' perceptions of multidisciplinary team
work and discharge planning within medicine, elder care, and orthopaedics. The themes
of the interviews for both professionals and patients focused on their likes and dislikes
of the discharge process. In addition professionals were asked for their specific likes and
dislikes of multidisciplinary team work.
[2) : Setting plans and specification.
It was difficult to state how large the sample would be since naturalistic sampling is
based on information and not statistical considerations. The criterion that is used to stop
interviewing is 'information redundancy'(Lincoln and Guba 1985). The health care
professionals who participated within the research included occupational therapists
from orthopaedics (four), medicine (two) and elder care (three). Nurses from
orthopaedics (nine), medicine (six), elder care (four). Care managers from elder care
(four), and the acute setting (five). Physiotherapists from orthopaedics (two),
rehabilitation (one), elder care (one). Doctors from elder care (two), the discharge team
(four) and speech therapist (one). It was only possible to interview two elder care
patients using the critical incident approach. In total forty-nine health care professionals
were interviewed.
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Two very different techniques were used to recruit professionals and elder care patients
to participate in the research. With professionals it was essential to gain the support of
the management not only from the trust but from each professional group within the
three specialities (nursing, medicine, care management, occupational therapy and
physiotherapy). Once permission was obtained the techniques used to promote and
inform professionals included information sheets, posters, individual and group talks
This was a time consuming process but worth the investment since the success of the
research was dependent on a healthy partnership with the many professional groups.
It was essential to ensure that the techniques used to recruit elder care patients were
sensitive to their individual needs and met the requirement of the local ethics
committee. Thus various criteria were carefully defined to clarify eligibility. The first
criterion was regarding age. All patients who entered the study were to be aged 65 and
over. This was imposed since a patient must be of this age to be admitted to the elder
care hospital. The second criterion was regarding recruitment of participants. In
accordance with ethical guidelines those patients who were not under the care of the
consultant(s) who had agreed to participate within the research were excluded. Patients
who were invited to participate must understand the aims of the interview. To assist
with the process of informed all patients were each given an information leaflet and the
researcher spent time verbally explaining the aims of the research and the interview
process. Patients were recruited from ward rounds and multidisciplinary team meetings
and by liaising with team members. Gueldner and Harmer (1989) suggest that
researchers should be introduced to the potential participants by a familiar or trusted
person. This enabled the researcher to identify patients who met the research criteria and
introduce herself to them. The third criterion was regarding place of discharge. Patients
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were only included in the research who were to be discharged back into the local
community and not to a rehabilitation setting, nursing or residential home. It is
important to distinguish between the two since different discharge planning techniques
and procedures are used.
The aims of the study were reiterated prior to the interview and the confidentiality of the
participant was assured. Furthermore both prior to and after the interview considerable
time was spent with some participants discussing issues surrounding the research and
the research subject. The confidentiality of the participant was gained by guaranteeing
that the information that revealed their identity would not be used in the thesis. The
recordings of the interviews would be kept in an secure environment, accessible only to
the researcher. In addition participants could have access to these tapes at any time and
were each given a copy of the interview transcript.
(3) : Collecting the data
The criteria outlined by Flanagen (1954) must be applied to determine what is a critical
incident. A decision was made to interview the patients at a location of their choice one
day before they were to be discharged. A major advantage of interviewing in-patients
and professionals within a hospital is that the researcher has immediate access. French
(1981) has highlighted the negative impact of interviewing in hospital suggesting that
the lack of privacy, and the fear of staff repercussions may prevent them from
expressing their dislikes. However this has been disputed by Houston and Pasanen
(1972), the Davis Committee (DHSS and Welsh Office 1973) and Rapheal (1977) who
concluded that patients are more critical whilst in hospital than after discharge. In
addition both Carstairs (1970) and Raphael (1977 ) have concluded that hospital patients
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were unconcerned by their lack of privacy. Thus there are advantages in interviewing
patients prior to their discharge.
Professionals were extremely motivated to participate in the study since they were
willing to 'make time' to allow the interview to take place. Thus the researcher was
required to make dates and times which suited the needs of the participants.
Consequently many nurses were interviewed at the weekends when the ward was less
busy. The participants were extremely forthcoming in expressing their opinions and
reflecting on practice and appeared to be very comfortable with this technique perhaps
because refection is part of professional clinical practice. During the course of the
interview it was often necessary to deal with sensitive issues thus it is essential that
researchers are equipped with strategies appropriate for managing these situations.
(4) : Analysing the Information : refer to pages 113-117
(5) : Interpreting and Reporting : refer to chapter five
Data analysis methods
Mason (1994) warns researchers of the problems associated with the analysis of research
data which has used a combined approach. These problems were considered at all stages
of the research. Qualitative and quantitative data cannot be merely combined, and the
relationship between the data collected needs to be clearly identified and articulated,
otherwise the analysis loses its crispness and becomes fragmented. The analysis of the
data needs to take into account the context of the data collection method. Furthermore
researchers must be aware that quantitative and qualitative methods can produce
contradictory data, which could influence the credibility of both approaches. Thus
during the course of the research the data collected from the Bales Interaction Analysis
113
and the critical interviews were analysed separately and then compared and contrasted.
This allows the researcher to formulate a relationship between the two sets of data.
Issues which arose as significant during the time spent observing the three clinical teams
were incorporated into the critical incident interview.
Analysis of the critical incident data
Qualitative data have been described by Miles (1979:591) as an 'attractive nuisance'
commenting:
'Qualitative data tends to overload the researcher badly almost at every point....
But the most serious and central difficulty in the use of qualitative data is that
methods of analysis are not well formulated ... The analyst faced with a bank of
qualitative data has very few guidelines for protection against self delusion, let
alone the presentation of 'unreliable' or `invalid' conclusion to scientific or
policy-making audiences. How can we be sure that the an 'earthy, "undeniable, '
'serendipitous' finding is not, in fact, wrong?
Inductive data analysis is a process which attempts to 'make sense' of the field data
(Lincoln and Guba 1985). Patton (1990:372) emphasises that analysts `... Have an
obligation to monitor and report their own analytical procedures and processes as fully
and truthfully as possible.' The first step was to conceptualise the data by breaking
down each observation, a sentence, a paragraph, something that represents a
phenomenon (Strauss and Corbin 1990). This was achieved by first reading through the
whole of the transcript which enabled one to establish what appeared to be the main
themes. Each sentence and paragraph was read which enabled one to ascertain its sense
and attach a label. A line by line analysis then occurred to perform a more detailed
analysis. Notes were written across the page as a type of memo. The themes were
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changed and refined as one's understanding increased and improved. Miles and
Huberman (1994) strongly recommended that on-going data analysis occurs during the
course of the research study. This assists in developing codes and enabled the researcher
to become familiar with the words, terminology and themes.
Once particular phenomena in the data were identified the labels were grouped together
which is referred to as 'categorising.' Thus on a large piece of paper the category name
was written including its sub-categories. The transcripts were photocopied and then cut
and pasted under the appropriate category onto large sheets of paper. These were later
photocopied and reduced in size in order to make the data 'user friendly.' These
categories have conceptual power because they are able to pull together other groups of
concepts or subcategorise (Strauss and Corbin 1990). It is essential that each category
and its sub-categories are carefully defined particularly when the process of check
coding occurs. It is suggested that researchers adopt names that immediately draw one's
attention to them which are referred to as 'vivo' codes (Glasser 1978, Strauss 1987).
A technique used throughout the data analysis process is memoing. A memo is defined
as 'The theorising write-up of ideas about codes and their relationship as they strike the
analyst whilst coding'(Glaser 1978:83-84). One found that they were usually based on
intuition which were then modified at a later stage. The data remained unmanageable
and a link needed to be made in order to conceptualise the relationship between the
categories. Thus the data needed to be represented in a form from which valid
conclusions could be made. The most effective tool was the use of Venn diagrams
which were drawn onto large sheets of paper. The analysis occurred in two stages. The
first Venn diagrams were simply a means to count the measure and frequency of the
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categories and to note the recurrence of repeated themes and to group persons, events
and activities with similar characteristics. In addition attempts were made to discover
the types of relationships between variables. The second stage involved a 'complex'
Venn diagram which represented each theme which was identified. The information
from the first stage was transferred to the second Venn diagram to group the
professionals with similar opinions, characteristics and their differences. Consequently
one was able to discover relationships and develop chains which linked the variables. It
cannot be emphasised enough that this process is time consuming, demanding, at times
even boring and far from pleasurable. It is however a technique which allows one to
develop a strong and personal relationship with the research data.
Check coding
This is an essential part of qualitative data analysis since it improves the objectivity of
the research data. It enables one to ascertain whether there is agreement regarding the
definition of a code(s) and whether it needs to be expanded or rectified. This event took
place as soon as the categories were formulated. Two independent judges were
appointed to perform the inter-rater agreement. One judge was a MSc student in
research methods (Male) whist the second judge was a senior occupational therapist
(Female). The two judges separately coded five pages of the transcript. The two
transcripts were then compared and disagreements amongst the two judges were
discussed. To ascertain the rate of inter-subjectivity agreement the number of agreement
divided by the total number of agreements and disagreements. It is recommend that
inter-coder agreement should be between 80% and 95% (Miles and Huberaman 1994).
Initially the two coders had only 65% agreement. This was then repeated until the two
coders reached the standard required for the inter-subjectivity agreement. The same
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procedure was repeated two thirds of the way through this study to ensure that there
maintained a high agreement amongst the two coders. A high consistency of agreement
was maintained (83 %).
Bales interaction videotapes : data analysis
The number of observations for each category was collected for each individual member
of the two multidisciplinary teams. The raw data frequencies were then transferred into
rates to ascertain the relative amount per minute engaged by each individual per
category (number of events divided by the length of time within the room. This process
enabled one to ascertain the frequency of occurrence for each event and how long is
taken up by different types of behaviour. It became apparent that members within the
team used some categories a lot less frequently than other categories. The numbers were
however too small to be of any significant value. Thus a decision was made to use only
the categories which were used the most frequently by team members. These were
'gives opinion', 'gives orientation', 'asks for orientation', 'asks for opinion.' The total
rate per professional of these categories were then collected and used to calculate the
average. The professionals were then divided into two groups. The doctors were
categorised within one group entitled the high status group. The care managers,
occupational therapists, physiotherapists and nurses in another group entitled the low
status group. Care managers and occupational therapists who visited the teams
specifically to 'give and receive information' were not included in the two groups since
they were not regular team members. The statistical analysis is discussed fully on pages
134-136
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Training and reliability of the judges. Bales Interaction Analysis
Reliability of the raters is of utmost importance particularly in such 'socially based'
coding if one needs to convince others of the accuracy of the recorded data (Bakerman
and Gottman 1980). Prior to this it was essential to ensure that all possible energies
were spent in maximising the performance of the observers. Lincoln and Guba
(1985:194) emphasises the importance of training to encourage objectivity:
`... No conventional investigator expects any instrument to be perfect-certainly
not when first developed.. And of course the same is true of the human
instrument. One would not expect individuals to function adequately as human
instruments without an extensive background of training and experience. And
their performance can be improved.'
Bales (1950) warns that the task of training the judges should not be underestimated
since it requires observers to measure and interpret non-verbal behaviour. Two judges
were recruited to undertake secondary rating of the videos. Each judge received four
hours of special training which included watching a training video and a research
training hand book which was formulated by the researcher. It is expected that the
effectiveness of the training would have determined the reliability of the two judges.
The training was extremely successful with the two judges being able to demonstrate
competence and confidence using the interaction tool.
The second factor is associated with the skills of the judges. The judges were recruited
via the recommendation of the Head of the Health Research Centre and were paid for
each two hour session. The independent judges were both graduates in psychology, one
having completed whilst the other was undertaking a MSc in psychology. Both of the
judges were experienced researchers and both were female of whom it has been
118
suggested are better observers than males (Gladding 1978, Knapp 1978). Bales (1950)
found that the keenest observers did not become frustrated when they missed or
miscalculated an act. Lehmann et al (1965) found that psychologists who were trained as
therapists excelled as raters of behavioural symptoms. All the judging was performed at
the Middlesex University Health Research Centre between the months of June and
October in 1997.
Thirdly the judges need sufficient time to observe. Campbell and Stanley (1966) suggest
that observers may become fatigued, show increased sign of forgetting, and learning of
confounding habits. Longabaugh (1960) refer to this as observer drift which can be
prevented if observers work together (O'Leary and Kent 1973).
The entirety of the fourteen videos were rated prior to being observed by the two
independent judges. They were each given a seating plan, a list of the persons present at
the meeting and a scoring sheet. Abbreviations were used to represent each person and
their professional role. For example 'C' represented a Consultant, 'MDT' represented a
member of a multidisciplinary team. The independent judges were verbally briefed to
clarify the professional roles of persons present at the meeting. The researcher played
two hours of the video of the meeting to the two independent judges. One meeting was
considerably longer in length then the other and consequently the researcher alternated
between whether the judges rated the first two hours of the meeting or the last two
hours. Whilst the judges rated the videos they did not confer with one another. After
every ten seconds the video tape was paused by the researcher and the two judges could
listen to the section of the tape as often as they chose.
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To measure the level of the agreement of the categories of the raters' observations, the
number of each interaction categories (one-twelve) for each of the three judges were
recorded. Once the scores were recorded a matrix was formulated which would enable
one to gauge how the researcher's score (the third judge) corresponded with the scores
of judge one and judge two (the independent raters) and how the scores of judges one
and two corresponded with one another. This was achieved by isolating each interaction
category and establishing whether judge one and judge two recorded the same category
to judge three or whether variances occurred. The frequencies of each interaction scored
by each judge was recorded. Each category was said to be complete when twenty-five
interactions of the same interaction category had been found. The process was then
repeated with each of the interaction categories. Once completed the number of
disagreements and agreements was recorded between judge three (the researcher) and
judge one and two.
The inter-judge agreement on the Bales Interaction Analysis ranged from 0.56 to 1.0.
Fliess (1981) has suggested that that a score of between 0.60 to 0.75 is good, whilst a
score of above 0.75 is excellent. In total 14 videotapes and 21 transcripts were rated by
the three judges. Table one represents the percentage of agreement and disagreement
between judge 3 and between judge 1 and 2 for consultant A in elder care (08.04.97)
Table 2 represents the percentage of agreement and disagreement between judge 3 and
between judge 1 and 2 for consultant A in elder care (08.04.97)
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Table 1
	
The percentage of agreement and disagreement between judge 3 and
between judge 1 and 2 for consultant A in elder care (08.04.97)
Category
Number
Judge 3
Number
recorded
Judge 1
Agreement
Judge 2
Agreement
Judge 1
Disagreement
Judge 2
Disagreement
1 5 .80 .80 _	 .20 .20
2 16 .94 .94 .06 .06
3 25 .96 .92 .04 .08
4 12 .75 .75 .25 .25
5 25 .80 .72 .20 .24
6 25 .84 .72 .12 .28
7 25 .96 .96 .04 .04
8 12 .67 .67 .33 .33
9 0 0 0 0
r_
0
10 1 1.00 1.00 0 0
11 2 1.00 1.00 0 0
12 4 .75 .75 .25 .25
Table 2	 The percentage of agreement and disagreement between judge 3 and
between judge 1 and 2 for consultant A in elder care (08.04.97)
Bales
Category
Number
Judge 3
Number
recorded
Judge 1
Agreement
Judge 2
Agreement
Judge 1
Disagreement
Judge 2
Disagreement
1 1 1.00 1.00 0 0
2 17 1.00 1.00 0 .0
3 14 1.00 .96 0 .04
4 1 1.00 1.00 0 0
5 25 .56 .68 .44 .32
6 25 .88 .76 .12 .24
7 25 .88 .88 .12 .12
8 2 1.00 1.00 0 0
9 0 0 0 0 0
10 0 0 0 0 0
11 0 0 0 0 0
12 1 1.00 1.00 0 0
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Intra-judge Agreement
The intra-judge agreement is the extent to which the ju dges were individually reliable
when they re-rated two previously seen video-tapes in order to ensure that the data
collected was consistent over time. This is an important part of the research since there
may be differences over the ways in which category definitions may be interpreted over
the total length of the research. The two judges were not informed that they were to re-
rate previously rated videos, one elder care video tape, one orthopaedic and one acute
medical transcript were re-rated. The intra-judge agreement occurred across the months
of November and December, during which the three judges re-discussed the way in
which interactions may be categorised and areas of disagreement. The percentage of
agreement and disagreement was found using the same method as the inter-judge
procedure. Table 3 represents the intra-judge percentage of agreement and disagreement
between judge 3 and between judge 1 and 2 for consultant A in elder care (08.04.97)
Table 4 represents the intra-judge percentage of agreement and disagreement between
judge 3 and between judge 1 and 2 for consultant A in elder care (08.04.97).
Table 3
	
The intra-judge percentage of agreement and disagreement between
Judge 3 and between judge 1 and 2 for consultant A in elder care
(08.04.97)
Bales Category
Number
Judge 3
Number
recorded
Judge 1
Agreement
Judge 2
Agreement
Judge 1
Disagreement
Judge 2
Disagreement
1 4 1.00 1.00 0 0
2 16 .94 .94 .06 .06
3 25 .92 .92 .08 .08
4 13 .77 .85 .23 .15
5 25 .	 80 . 76 . 20 . 24
6 25 .80 .76 .20 .24
7 25 .92
,
.92 .08 .08
8 12 .75 .75 .25 .25
9 0
-
0 0
,	 ,
0 0
10 1
_	
,
1.00 1.00 0 0
11 2 1.00 1.00 0 0
12 4 .75 .75 .25 .25
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Table 4	 Intra-judge percentage of agreement and disagreement between Judge 3
and between judge 1 and 2 for consultant A in elder care (08.04.97)
Bales
Category
Number
Judge 3
Number
recorded
Judge 1
Agreement
Judge 2
Agreement
Judge 1
Disagreement
Judge 2
Disagreement
1 1 1.00 1.00 0 0
2 17 1.00
,
1.00 0 0
3 14 0.85 0.92 .	 15 . 08
4 1 1.00 1.00 0
._
0
5 25 .72 0.76 .28 . 24
6
,
25 . 68
,
0. 72 .32 . 28
7 25 .92 .88 .08 .12
8 2 1.00 1.00 0 0_
9 0 0 0 0 0
10 0 0 0 0 0
11 0 0 0 0 0
12 1 0 0 0 0
Methodological issues
How can one convince academics and fellow professionals that the findings from the
research are of value? Any credible research strategy requires that the researcher adopts
a stance of neutrality. Therefore one does not set out to prove a particular perspective or
to manipulate the data to arrive at a conclusion. There are specific techniques which can
be adopted, both qualitative and quantitative to increase the probability that credible
findings have been produced.
It has been suggested by Lincoln and Guba (1989) that the terms reliability and
objectivity are misnomers in qualitative research. This opinion is supported by
Sandelowski (1986), Erlandson et al (1993), Koch (1996) who are under the opinion
that quality in qualitative research should be assessed differently from quantitative
research; since in qualitative research the credibility of the research design is dependent
on the researcher. Miles and Huberman (1994:230) state that:
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' 	 Each (qualitative researcher) is a one person research machine: defending
the problem, doing the sampling, designing the instruments, collecting the
information, reducing the information, analysing it, interpreting it, writing it
up.'
In qualitative data the terms 'internal validity', 'external validity,' 'reliability' and
'objectivity' should instead be replaced by the terms credibility, transferability,
dependability and confirmability (Lincoln and Guba 1985:290). Thus the qualitative
design of the case study will be discussed using these terms. However the quantitative
data and the statistical analysis will be discussed in relation to the former. The term
reliability is associated with 'Dependability, stability, consistency, predictability, and
accuracy' (Kerlinger 1973:422). Objectivity is usually associated with intersubjective
agreement Thus if the multiple observers can agree on an phenomenon their collective
judgement is said to be objective '...Objectivity refers to what a number of subjects or
judges experience-in short to phenomena in the public domain' (Scriven 1971:95).
Objectivity can be threatened by imperfect methodologies, bias and by using a single
observer (Lincoln and Guba 1985). Furthermore it is important to consider how one can
establish 'truth' in the findings (internal validity). Cook and Campbell (1979:52-5)
suggest that there are twelve threats to internal validity (history, testing, instrumentation,
regression, mortality, maturation, selection, selection by maturation interaction,
ambiguity about causal direction, diffusion of treatments, compensatory equalisation of
treatment, compensatory rivalry. External validity is the extent to which the findings can
be applied to other contexts or research participants.
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Triangulation
Triangulation is defined by Lincoln and Guba (1985:283) as:
'The process which involves the cross-checking of data and interpretations
through the use of multiple data sources and or data collection techniques as
well as different investigators. As the study unfolds and particular pieces of
information come to light, steps should be taken to validate each against another
source'
It is a technique which clearly demonstrates the advantages of combing multiple
methodologies to ascertain a 'holistic' picture. It allows one to check the accuracy,
content, validity and meaning of the research which adds credibility to the research
design. Thus Denzin (1970: 300) states that:
'Triangulation, or the use of multiple methods is a plan of action that will raise
sociologists above the personalistic biases that stem from single methodologies
and investigations in the same study, observers can partially overcome the
deficiencies that flow from one investigator and or one method.'
Indeed Lincoln and Guba (1985:283 ) report that '...No single item of information
(unless coming from an elite and unimpeachable source) should ever be given serious
consideration unless it can be triangulated:
Assumption bias 
Researchers need to be aware of the distortions introduced by the research participants
which may lead to assumption bias (Denzin 1978). Prolonged engagement is the
investment of time within the research environment. Thus researchers needs to create a
culture of trust, learn about the culture and test for misinformation and distortions
which may be introduced either by the participant or the researcher (Lincoln and Guba
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1985). Thus considerable energy and time was set aside in order to understand the
culture of the research environment within the three specialities and to understand one's
own personal distortions. One arrived into the three research areas with prior
knowledge, understanding, and expectations. Indeed at the beginning of the fieldwork
one was still managing the change from clinician to the newly found 'status' position of
a researcher. The fact that the study was part of a PhD project gave the research design
additional credibility. Empathy is an important part of research or the `verstehen'
approach as it enables one to understand the stance, position, feelings, experiences and
world view of others (Lincoln and Guba 1985).
There is no doubt that one brought 'a lot of emotional and preconceived' ideas into the
research environment. Values incorporate our social cultural norms, personal and
individual norms and theories which influence the way we perceive the world. It is
rather naive to assume that all these elements can be removed from a research design.
What is essential is that researchers acknowledge their preconceptions. Husserl (1931)
introduced the concept of 'bracketing' where the researcher 'suspends' ones
preconceived ideas and thoughts. However this is rather an idealistic concept since it is
rather like asking an researcher to remove their soul. Moreover when researchers are
asked for information about the research it is essential to be honest. One technique
which was used successfully was to discuss with academics and writing one's
expectations of what one expects to find in a field work diary. The entries from the diary
demonstrate how the researcher's prior thoughts and expectations have changed during
the duration of the study. Thus demonstrating that one has made valiant efforts to
remove personal distortions and spent sufficient time understanding the research
environment.
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Data triangulation can be used to investigate misinformation and the hidden agendas
which professionals may bring into the research study. It involves seeking multiple sites
and levels for the study of the phenomenon in question (Denzin 1989). During the
course of the research one collected multiple copies of one type of information from the
various multidisciplinary members. It was essential to pay attention to the fact that each
professional will have their own agendas, values and story to tell. This enabled one to
'check out' data and establish a democratic representation. For example verifying the
occupational therapist's perception of their role within the multidisciplinary team by
interviewing other members of the team. Between methods triangulation is the
technique used to collect the same unit of data (Denzin 1989). Thus different sources
were used to collect the same information. For example the medical notes and ward
round observation were compared with the data from the interview transcripts. It has
been acknowledged that the comparison of multiple data sources will seldom lead to a
totally consistent picture (Patton 1990). However it is important that these differences
are not ignored and that attempts should be made to understand and interpret them.
Member checking
Member checking is a useful technique which allows one to refer data and
interpretations back to data sources for correction, verification or questioning. This may
occur in both an informal and formal manner (Lincoln and Guba 1985). Member
checking was achieved by presenting the results of the research to the many professional
groups, managers and academic groups. It should be noted that many of the
professionals who had participated within the research were no longer employed by the
trust. Therefore the results of the research were presented to similar professionals who
had no direct involvement. Lincoln and Guba (1985) recommend that the review panels
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are representative of as many as the stake holder groups involved in the process as
possible. The review panel should be equally divided among the people who acted as
participants in the study and counterpart individuals who have not had previous contact
with the researchers.
The data from the research was widely accepted and it was particularly satisfying when
the review panels participated in in-depth discussions. It can be an extremely threatening
experience as professionals may disagree with the findings of the research and challenge
what they perceive to be a misinterpretation of the research data. Thus it is essential to
be well prepared and to provide evidence of its credibility. Member checking provides
the respondent with the opportunity to volunteer additional information, to give an
assessment of the overall adequacy and to confirm individual data points. In doing so it
provides an opportunity to summarise the first steps along the way to data analysis
Investigator triangulation
A research design which relies on the data of a single researcher is open to criticism.
Thus investigator triangulation simply refers to the fact that multiple, as opposed to
single, observers are employed (Denzin 1978). It is suggested that where possible this
should occur as their use expands the interpretative base of the research and reveals
elements of their phenomenon that would not necessarily be seen by just one researcher.
For example in some cases a researcher may not have access to a particular site because
of their gender (Silverman 1993). If multiple researchers are not used within the
research study then the usual criterion for objectivity is 'inter-subjectivity' agreement.
This allows the researcher to demonstrate that the findings of the research are
determined by the participants and conditions of the inquiry and not by the biases,
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motivations, interests, or perspectives of the inquirer (Lincoln and Guba 1985). To
demonstrate reliability and objectivity two judges were appointed to assess the inter and
intra-judge agreement of the Bales Interaction Analysis and to check code the qualitative
transcripts.
Methodological difficulties
Rather reluctantly it has to be concluded that the critical incident approach is not an
approach which inspires confidence when used with elderly people within the acute
setting. This conclusion is reached since it worked successfully with only two patients.
It was attempted with eight patients from elder care, nine patients from acute medicine
and eight from orthopaedics. Considerable operational, theoretical and ethical
difficulties were experienced using this technique with elderly people admitted into an
acute hospital. Thus the researcher failed to establish the perceptions of a very important
client group. It was observed that many patients became fatigued after twenty minutes
while others found it difficult to concentrate on the subject area. In respect of the
patient's wishes the interview was terminated with the researcher offering to return to
complete the interview at a later date. It is remarkable that Neill and Williams (1992)
did not report that elder care patients experienced fatigue even though the interview
lasted two to three hours.
Many of the patients who were assessed to establish whether they could participate in
the research did not appear to understand why the interview was occurring and therefore
were excluded from the study. Furthermore many of the patients had cognitive
problems. This made the approach difficult since the participants need to be able to
rationalise events and state why the incident is of importance and of value which
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requires functioning at a high cognitive level. It was apparent that participants were
reluctant to express criticism both of the organisation and of health care professionals.
Similarly Thomas et al (1996) and Owens and Batchelor (1996) report that elder care
patients are reluctant to express criticism about professionals with whom they have
formed a relationship. This was disappointing since the purpose of using the critical
incident approach was to encourage both negative and positive responses from
participants.
Secondly, considerable problems were associated with the clear and precise definitions
and criteria which had to be instigated by the interviewee. Flanagan (1954) insists that
an incident can only be considered valid if full details can be given by the reporter of
the incident and its context. This is evident in criteria four and five since the participant
must be able to identify the observed behaviour that is meaningful and significant. In
addition to giving reasons or and explanation behind the behaviour which has been
identified. It is for this precise reason that it was not possible to establish the likes and
dislikes of elderly people. The inability of incidents to meet Flanagan's criterion has
been identified by Norman et al (1992). Researchers are criticised for failing to report
incidents that fall short of the criteria set by Flanagan. It is for this reason that the term
'revelatory' incident is preferred to critical incident. An incident is relevant if, and only
if, it contains 'critical happenings' that are 'critical' by virtue of being significant with
respect to the general aim of the activity under investigation. An assumption (or rather a
bias) was to assume that the participants would prefer an unstructured approach rather
than a structured one. However the participants found that open ended questions were
dissected into smaller structured components. This not only added bias but defeated the
whole philosophy which determined the choice of interview technique. In addition the
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participants were inclined to summarise all their hospital experiences into one incident.
However whilst many of the details were often incomplete they did offer valuable
insight in what they saw happen on the ward and on the way in which the discharge was
planned. The fact that they were able to recall part of events demonstrates the
importance of the event to the participant.
There were methodological difficulties associated with the use of the Bales Interaction
Analysis tool which were both directly and indirectly related to the tool. The difficulties
arose from attempting to perform research in the real world rather than in the laboratory
or controlled environment. Firstly, concerning the different techniques which are used
to collect observations from the research setting, there is no doubt that videos are a
credible tool to record observances. However the use of only one researcher to collate
the observations for the transcripts effects the credibility of the design. In particular the
quality of the ratings from the Bales Interaction Analysis is dependent on the reliability
of the observation transcripts.
The Bales Interaction Analysis proved to be an extremely time consuming but effective
method for analysing group interaction. The ethnographic school accuses the structured
observation approach of giving a biased view although is has been argued that all
observation is selective since it is unguided by theory (Croll 1986). In many ways it is
an inflexible research tool because of the way the researcher is constrained in placing
observations into categories. Confusion arose over the terms 'gives opinion' and 'gives
information' since it was often difficult to distinguish between the two. Other phases
appeared to span many categories for example when a doctor gives a specific order
'clips out today.' This is an order which gives direction and is a command (gives
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suggestion), it is also an expression of his or her feeling wish (gives orientation) and
could be perceived as being assertive (asserts self). Furthermore the tool does not clearly
allow for social greetings or to distinguish between open-ended questions and closed
questions. Although one should note that rather than concentrating on the technique
used to ask questions it allows one to distinguish how the question is asked; For
example asks for opinion, asks for orientation asks for suggestions which is more
poignant when studying interactions. Stiles (1978) strongly criticises the Bales
Interaction Analysis in that it has no separate categories for interpretation, reflection and
acknowledgement which are prominent in the speech of physicians and
psychotherapists. Although it should be noted that these terms are not prominent in
medicine, elder care or orthopaedics. Instead the Bales prefers to the terms 'gives
opinion', 'gives information', and 'agrees' respectively which are user friendly and are
consistent with the culture of the setting.
During the second phase of the research one professional expressed concern that she
had not been given enough information regarding the aims of the interview and felt that
it would have been more appropriate if she could have been given a list of questions in
order to 'prepare' for the interview. Thus in light of this one complaint that was received
additional safeguards were introduced which included a more detailed letter about the
aims of the research.
There were various organisational problems which influenced the methodology.
Discharge dates were often provisional and one could not interview the patient until the
date was actually confirmed. It also was impossible to predict the number of patients
aged over 65 who would actually be admitted into hospital. One of the misconceptions
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which the researcher had was that the majority of in-patients would be aged 65 and over.
It became apparent that patients were admitted from diverse boroughs. In addition the
researcher could only interview those patients who had been admitted under the
consultants who were participating within the research. Finally, patients with complex
discharges were excluded as this could influence the outcome of the discharge.
Conclusion
The use of both qualitative and quantitative techniques add richness and depth to the
research data. The research design has taken into account the difficulties of researching
within the real world with health care professionals and emphasises the specia( attentiott
which needs to be paid to research involving elder care patients. There is clearly a need
to explore how opinions from vulnerable elderly people can be collated especially
regarding the areas of informed consent and how to measure likes and dislikes. In
addition the difficulties encountered using the Bales Interaction Analysis need to be
acknowledged and further developed. Moreover additional research should be
commissioned to further investigate ethical problems which are encountered by
researchers when performing health research and strategies to manage such challenging
situations.
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CHAPTER FIVE
A CONSIDERATION OF THE RESULTS
MULTIDISCIPLINARY TEAMWORK FACT OR FICTION?
This chapter will present and discuss the results from phases one to five. The results
from phases one to four including data obtained from an interprofessional audit (a
summary of the audit results can be found on pages 278-282). The data from the four
phases is discussed collectively to allow complex issues to be discussed holistically.
Furthermore it highlights the complementary aspects of qualitative and quantitative
research. For example the Bales Interaction Analysis (Bales 1950) is a tool which can
only be used to analyse interaction in team meetings. The researcher is unable to
ascertain information regarding the content of the interaction and / or professionals'
perceptions of the multidisciplinary team or the discharge process.
Statistical analysis : Phases one to three
Data analysis occurred as outlined on pages 109-123. Tables 5-7 (pages 137 - 140)
are the average rate per minute for each professional for the categories 'gives
orientation', 'asks for orientation', 'gives opinion' and 'asks for opinion' who
attended either the elder care, medical or orthopaedic team meetings. The scores were
then plotted to establish whether the data was normally distributed. The data was
highly skewed for 'gives orientation', 'asks for orientation', 'gives opinion' and 'asks
for opinion'. A non-parametric test was therefore the only type of test available for
such highly skewed data. Thus with the data from elder care the significant test for the
mean was used. This test can be used when the population mean and standard
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deviation are known, or when the size of the sample exceeds about 100. The data from
orthopaedics and acute medicine were calculated using the chi-square test. The rates
of participation between high status and low status were compared using the Mann-
Whitney Test.
Phase one : Interaction in elder care multidisciplinary team meetings
Professionals in the higher status group within a elder care multidisciplinary team
gave their opinion more frequently then professionals in the lower status group
t (df 4) = -2.25, P < .005
There was a significant difference found between the giving of orientation between
the high status and low status group
t (df 2) = -17.859, P < .001
Phase two : Interaction in acute medicine post-take ward rounds
The most senior member of the team gave opinion information more frequently than
junior doctors only in a one-tail test
2
X (df 1) = 3.35, P < .10
The most senior member of the team asked for orientation more frequently than
junior doctors
2
X (df 1) = 4.13, P < .05
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There was a significant difference between the rate of participation between high
status professionals and nurses
U = 23, P <.01
Phase three : Interaction in orthopaedic bedside ward rounds
Professionals of higher status within an orthopaedic team asked for orientation more
frequently than professionals of a lower status
2
X (df 1) = 3.163, P < .10
Professionals of higher status within an orthopaedic team gave their opinion more
frequently than professionals of a lower status
2
X (df 1) = 10.949, P < 0.001
There was a significant difference between the rate of participation between high
status professionals and nurses
U = 19, P < 0.05
There was a significant difference between the rate of participation between high
status professionals and therapists
U= 4, P <0.05
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Key themes identified from the critical interview approach : Phase four
A discussion of the critical incident approach and a discussion regarding the analysis of
the interview data can be found on pages 110-116. The key themes identified from the
interviews were that:
(1) The social history is not collected on admission and there is a
considerable delay in collecting this information throughout the
discharge process.
(2) The decision to discharge a patient is made in the absence of the social
diagnosis and functional ability of the patient.
(3) Organisational problems influence the way in which the multidisciplinary
team operates. This included where professionals are situated, working
hours of professionals, induction procedures, organisation of pharmacy,
transfer of patients, shortage of nursing and therapy professionals.
(4) Professionals were of the opinion that attending meetings and
collaborating with members of the multidisciplinary team was time
consuming.
(5) Referral procedures cause delays in the discharge process.
(6) There is an absence of documentation about the social and functional
state of the patient both in the nursing and medical notes.
(7) Role conflict, role responsibility and role blurring occurred within all
three clinical areas.
(8) Absence of interprofessional discharge education and training.
(9) Absence of skills required to work as a team member and to plan a
discharge.
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(10) Conflict is avoided and is not tackled directly face to face. A third party is
often used which is normally a house officer or the discharge team.
(11) Professionals within the acute setting have limited experience of working
in a multidisciplinary team hence network meetings are often chaotic.
(12) Considerable anxiety is attached to uncovering problems which may
delay a discharge.
(13) The lack of communication and the number of professionals involved in
the discharge process was regarded as a key factor. Nursing handover
was the key area where information is mis-communicated.
(14) Decisions about discharges are often made outside of the ward round
environment.
(15) Patients were not placed at the centre of the discharge process.
(16) The aims of multidisciplinary team meetings and ward rounds are not
defined.
(17) The organisation of the meeting and ward rounds effects how the team
functions.
Data from the National Multidisciplinary Survey : Phase five
In total 77 (64%) of the questionnaires were returned. 19 questionnaires (25%) were
returned from acute medicine, 19 from orthopaedics (25%) and 28 from elder care
(35%). It should be noted that 12 hospitals (15%) reported that elder care and acute
medicine were fully integrated. The majority of questionnaires were completed by
hospital consultants (70, 91%), whilst 3 (4%) were completed by members of the
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nursing profession and 4 (5%) by either a service director manager / and or a general
manager.
The data from the national discharge questionnaire found that 89% of meetings in elder
care units are led by a consultant (Table 8a). In orthopaedics the consultant bedside
ward round occurred in 42% of hospital, with only 15% of hospitals having a consultant
ward round meeting and a meeting without a consultant. Social workers are committed
to attending elder care multidisciplinary meetings (Table 8b) but are noticeably absent
from orthopaedics 4 (36%), acute medicine 8 (42%), and integrated medicine team
meetings 4 (33%).
Multidisciplinary teams were regarded as playing an important role in discharge
planning and communication in all three specialities (Table 8c). However orthopaedics
regarded multidisciplinary meetings as having little impact on improving quality of care
8(42%) or improving morale 3 (15%) in orthopaedics. Poor liaison with social services
(Table 8d) is regarded as factor which hindered multidisciplinary teamwork in
orthopaedics 4 (47 %) and acute medicine 10 (53%). Lack of time was reported to be
a factor in orthopaedics 11(58%) whilst lack of interest was cited by 10 persons (53%)
in acute medicine which hindered multidisciplinary teamwork. It was not possible to
rate the collaboration between the three specialities (Table 8e) due to problems with the
sample size. The respondents did not complete this question or questionnaires were not
returned from the same hospital trust.
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Acute MedicineOrthopaedicsElder Care
Ward Sister
Collaborative care team
psychologist
Associate Specialist.
Hospital at Home
Community Nurse Liaison
Day Hospital Coordinator
Liaison Nurse
Home Assessment Co-ordinator
Pharmacist
Dietician
Speech Therapist x 3
Clinical Psychologist
District Nurse
Clinical Nurse specialist
Outside agencies
District nurse liaison nurse
Intensive Home Support co-
oedinator.
Patient / Carers as required.
Table 8a What form does the multidisciplinary meeting take?
Speciality Meeting
with
consultant
Meeting
without
consultant
Consultant
bedside
ward
round
Consultant
bedside
ward round
& case
conference
Meeting
with
consultant
/ meeting
without
consultant
Meeting
with
consultant
before
ward
round
Consultant
ward round
& meeting
without
consultant.
Integrated 4 0 0 1 1 0 6
Acute 5 8 4 0 2 0 0
Elder care 24 1 1 0 0 1 0
Orthopaedic 0 8 8 0 0 0 3
Table 8b What professionals are represented at the multidisciplinary meetings ?
Speciality Cons. OT PT SN SW CM SHO HO	 Reg SR Discharge
Coordinator
Integrated 12 12 12 12 2 2 5 6	 3 0 3
Acute 11 12 12 18 2 6 9 9	 10 1 1
ElderCare 27 28 28 28 15 7 22 10	 21 0 7 
1Orthopaedics 11 15 18 19 4 0 7 4	 10 0 4
Other professionals represented included
Table 8c What improvements do you perceive multidisciplinary meetings to have?
Speciality Improved quality
of care
Improved
discharge planning
Improved
communication
Improved Morale
Integrated 10 11 11 10
Orthopaedic 8 14 12 3
Elder 23 28 26 23
Acute 12 17 18 11
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Elder Care
* Increased efficiency of time & throughput
influences team working & understanding of
roles & responsibilities.
Breaks down barriers
Highlights problems areas early on.
* Better coordination of rehabilitation goals &
progress.
* Shorter length of stay
* Educational
*Sharing Information
*Able to confront & share difficult decisions
Educational to new members
Efficient way of communication
* Earlier more effective discharge.
* Effective team working- best use of
resources-both human & material &
community liaison
Integrated
*Allows respect for each professional in own
right.
*Understanding of role & time joint working
in patients best interest.
*Improves understanding of individual MDT
members roles, constraints, frustrations etc.
Orthopaedics
*Faster discharge
*lower re-admissions
Other perceived improvements
Table 8d Do any of the following factors hinder the multidisciplinary team ?
Speciality Lack of interest by some
members
Poor liaison with Social
Services
Lack of Time
Integrated 1 2 3
Orthopaedic 2 9 11
Elder 4 4 5
Acute 10 10 4
Other
Orthopaedics Elder Care Acute Medicine Integrated
* Slow response from * Personality not *Missing MDT without *Staffing levels
social services for professional sending deputy ( esp. dictate full attendance for
patients living out of
borough x 2
*Staff shortages-
particularly OT and
care manager) all or part of the meeting.
PTx2 Meetings folded due to:-
*Lack of interest from *Size of case load *Unavailaibility of social
doctors * Absence of
Consultant
workers, nurses and
therapists.
Absence of meetings
over holidays.
*Extra Burden on
Consultants-Lack of
*Time priorities must
be realistic
Time.
*Sometimes it is a
waste of time
145
Table 8e How would you rate the collaboration between the specialities?
Orthopaedics with Elder
Care
Excellent Good Satisfactory Poor Very Poor
Acute 1 4 2 2 0
Orthopaedic 4 9 6 0 0
Elder 3 5 9 0 1
Integrated
_	 0 4 2 3 0
Orthopaedics with Acute
Medicine
Excellent Good Satisfactory Poor Very Poor
Acute 0 7 1 6 1
Orthopaedic 2 7 2 1 0
Elder 0 1 8 3 2
Integrated 0 0 2 3 1
Elder Care with Acute
Medicine
Excellent Good Satisfactory Poor Very Poor
Acute 4 9 2 1 1
Orthopaedic 5 9 5 0 0
Elder 1 4 5 0 0
Integrated 5 4 0 0 0
Phases one - four : A consideration of the results
Within all three clinical specialities there was remarkable scepticism surrounding the
concept of the multidisciplinary team. A care manager (acute) described it as an
`...Idealistic' concept whilst a staff nurse (medicine) described the multidisciplinary
team as a `.. Complete myth.' Similarly a care manager (elder care) regarded it as a
concept which had little meaning `... Team! I don't think that they know even the
meaning of the word team here.' The fact that a group of people met appeared to be
regarded as constituting team work (staff nurse in orthopaedics and medicine,
occupational therapist in medicine and a care manager in elder care). However a staff
nurse (medicine) held the view that teamwork does not occur simply because
professionals `...Know each other's names but that is as far as it goes.
146
Professionals within all three clinical areas highlighted the importance of aiming for the
same goal. However rather than promoting an integrated approach professionals
highlighted the importance of each individual professional performing an independent
task, the outcome of which was then communicated to other team members (senior
occupational therapist in orthopaedics, speech therapist). The emphasis was placed on
individual practitioners having responsibility for a specific part of the discharge process
as opposed to sharing responsibility with the team. Furthermore a speech therapist
suggested that team meets out of necessity rather than choice think what happens is
that it is a group of people who come together by necessarily... I don't necessary think it
is a team.'
The purpose of teams
It is evident that the focus of multidisciplinary team meetings is discharge planning as
opposed to the more traditional in-depth discussion surrounding the management of the
patient. The national discharge questionnaire found that 90% of the respondents
perceived multidisciplinary meetings as being of specific benefit to the discharge
process. A speech therapist highlighted how the therapy meeting had changed
	 We no
longer discuss goals and patients but discuss their discharge status.' A senior
occupational therapist (orthopaedics) described how the elder care / orthopaedic liaison
meeting had changed from being a meeting which focused on the management of the
patient to 'where should they go':
The geriatric / orthopaedic meeting has changed its focus completely. It was
focusing on two things looking at the other medical conditions with the medical
registrar and the medical team plus looking at discharge planning or problems
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with patients regarding discharges. So it was more along the lines of
multidisciplinary... And it has really drastically changed now'
Similarly a staff nurse (medicine) stated that multidisciplinary teams should discuss the
progress of the patient as opposed to discussing discharges `... There should be more
MDTs ... just for ourselves not where are we going ' It is remarkable that in all three
clinical settings it was observed that there was no evidence of multidisciplinary team
goal setting or evaluation. Indeed two elder care managers and elder care occupational
therapists reported that aims and goals of care were not formalised.
In all three specialities there were no mission statements which outlined the aims and
purpose of the multidiscip tinary team meetings. This is ze.tlezted M a. se..M. hoNase.
officers (elder care) criticism of nurses `...Nurses, if they turn up, only talk about
nursing problems.' Whereas a senior occupational therapist (elder care) complained
that doctors always used the meeting to report back to the consultant what they had been
doing. It was noticeable that in elder care a sincere effort was made to discuss social
aspects as opposed to the medical problems. This is possible as a separate consultant
medical ward round occurred each week. At the medical post-take ward round the social
history was rarely asked for or even volunteered, though this may reflect the focus of
their meeting which is to review the medical management of acutely ill patients.
Similarly interactions from the orthopaedic ward rounds focused on the medical
management although conservative efforts were also made to discuss social aspects.
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Changing priorities
So why has their been such a fundamental change? There is real evidence which
suggests that the changing priorities of the health and social services have had a direct
impact on multidisciplinary team working. In acute medicine it was reported by care
managers, nurses and occupational therapists that meetings were often difficult to
organise because of other more urgent tasks. Time was cited as the biggest factor which
resulted in professionals being unable to discuss in depth the management of the patient
both on the ward and in multidisciplinary team meetings. An elder care ward manager
stated that the practice of asking each professional their opinion was a time consuming
process. A speech therapist stated that To collaborate involves communication and
communication takes time. If we do not communicate people think we are being
negligent and not fulfilling one 's job.'
Communication and collaboration is not regarded as a priority since it means that time is
spent away from the patient. Furthermore nurses within the acute setting frequently
complained about the amount of time which was spent on the phone attempting to
contact the different professionals. A staff nurse (medicine) reported that professionals
often arrived on the ward at the most inconvenient times and expected her to drop
everything and communicate; and then she would have to spend time phoning the social
work department for the outcome of the assessment:
you are really busy and the whole place is bedlam and the care manager
walks onto the ward you just think oh God no! And you know that you are going
to have to talk and you know that you are going to have to spend time and often
you don't have it. It is an inconvenience and you know an hour later you are
phoning them up trying to get them to come up to the ward so you can speak to
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them. But i[they come at a time when you are not expecting them it is bedlam
and you just cringe.'
Another staff nurse (orthopaedics) reported that the doctors who were required to make
decisions regarding the management of the patient were often difficult to contact as
they were generally in theatres. A staff nurse (acute medicine) described a predicament
where a meeting has been organised but there are other priorities on the ward ' 	 The
biggest part is people's mentality
	
 And when you get there all you are thinking about
is Oh Christ I've got to get back.'
A senior physiotherapist (orthopaedics) criticised occupational therapists for failing to
attend multidisciplinary meetings when they had staff shortages and resulted in delayed
decision making:
'And quite often OTs cut services by not going on ward rounds which is a stupid
place to cut down services 	 If they told us that they were not coming I could
ask them all the questions right what is the situation with these patients? 	
But they never give us any warning if they are not coming. They just don't
turn up.'
Care managers in the acute settings emphasised the time and effort which was required
to organise a meeting. They were frustrated that other team members did not have the
courtesy to attend meetings on time ....People are always late	  Like we can waste
time sitting around but they are like prima donnas and the doctors and the physios can
just waltz in. ' The absence of professionals resulted in meetings becoming disjointed
and ineffective as not all the relevant information is given (care manager acute, senior
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house officer elder care). Thus it is hardly surprising that a staff nurse (acute medicine)
reported that the quality of meetings varied with some meetings achieving nothing.
There appears to be a lack of understanding of other professional's constraints which
prevented them from attending meetings. The failure to attend multidisciplinary
meetings was regarded as an indicator of professionals not being committed to the team
process `....It is something that if you are dragged along to it is not going to work
because you have got the wrong attitude to go in with' (care manager acute). Similarly
the absence of doctors from team meetings was regarded by a staff nurse in medicine
and orthopaedics as an indication of their disinterest in the team process `..Trying to get
a doctor to these case conferences is like getting pigs to fly.' It is noticeable that a care
manager (acute) has tarred doctors with the same brush and concluded that it is no
longer worth the investment of time encouraging doctors to attend multidisciplinary
meetings. Furthermore a staff nurse (medicine) stated that if consultants took a lead in
the discharge process and came to meetings then this would improve their understanding
of the discharge process. A care manager (acute) who had experienced similar problems
adopted a strategy of avoiding organising network meetings. It is somewhat ironic that
two care managers (acute) stated that the time meetings took to organise could not be
normally justified. Thus emphasising that professionals collaborate only when they
regard it as a priority, although this does raise questions as to whether meetings have
become a habit as opposed to a necessity. Within the trust there is a real commitment by
care management to interprofessional working in elder care, but not acute medicine or
orthopaedics. Similarly the data from the national discharge questionnaire demonstrated
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social work and / or care management commitment to elder care. However there is only
a 'lip service' paid within orthopaedics (36%) and acute medicine (42%).
Structure of multidisciplinary teams
The type of multidisciplinary meeting held in elder care is reflected across the United
Kingdom. The data from the national discharge questionnaire found that 89% of
meetings in elder care units are led by a consultant. In orthopaedics the consultant
bedside ward round occurred in 42% of hospital, with only 15% of hospitals having a
consultant ward round meeting and a meeting without a consultant. The speciality of
acute medicine is unique as unlike other trusts there are not formal team meetings of
which 36% of these meetings were consultant led. Furthermore where elder care and
acute medicine has been integrated all the meetings were consultant led.
In all three specialities the consultants were the leaders of the medical team and
members of the medical profession tended to speak first and most convincingly on all
issues. Indeed a care manager (elder care) complained that interaction was always
directed at the consultant rather than the team:
The only thing that worried me was that the district nurse said that she felt
that she need not be involved (over medication). Which I thought was quite
worrying, and which I felt was made quite clear in the network meeting.'
(senior occupational therapist to consultant)
They have to be involved. It is as simple as that. She has to have some sort of
supervision.'
(consultant to senior occupational therapist)
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The success of the team may in part be determined by its leader who influences the
pattern of interaction and interprofessional working. An elder care manager
demonstrated how theory may differ from reality:
	 I though that the multidisciplinary team is a fairly democratic setting in
which every members of the team is expected to contribute and it forms a major
part of the discharge process.... But it doesn't happen.'
A senior house officer in elder care stated that the leader of the team must have a good
understanding of team members' roles and be able to listen to other peoples' opinions.
Furthermore the leader of the team was perceived to be an important role model to other
team members. Thus care managers in the acute setting and elder care were anxious that
consultants displayed excellent team playing shills. The rationale being that members of
the team used consultants as role models. One care manager (acute) recalled a
particularly distressing occurrence which she felt would have a detrimental effect on
future team members:
`....lt give the wrong impression to the medical students and the medical
students obviously went around saying Oh that is how you behave to another
professional. You cart them off onto a room, and then you have a real go at them
because somebody is blocking the bed'
Another care manager (elder care) was of the opinion that the decline in the meeting was
influenced by the consultants' attitude:
.... He used to be very careful when he moaned about care managers.... And he
was very careful not to personalise but after a while there is only so much care-
manager bashing you can take.'
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While a physiotherapist (elder care) attempted to defend the behaviour of the consultant
'...He laughs at people from social services it is not their fault but he gets frustrated at
the delays in social services.' Furthermore both a senior occupational therapist and a
care manager (elder care) who attended the same multidisciplinary meeting were critical
of the consultants' management style. A senior occupational therapist complained that
the multidisciplinary team lacked structure whilst a care manager commented that when
nurses arrived at the meeting they were not welcomed or made to feel comfortable.
In each of the teams the impact of the consultant's style of leacieTsbip is demonstiate Toy
the average rates of interaction. It is remarkable that when compared with consultant A
the average rate of giving opinions for Consultant B was 0.489, asking opinion 0.034,
giving orientation 0.330, and asking for orientation 0.372. Similarly the different styles
of the consultants in orthopaedics were highlighted Consultant D's rate of interaction of
giving opinion (1.631), asking for orientation (1), and giving orientation (1.178) were
significantly higher than the rate of consultant C for giving opinion (1.118), asking for
orientation (0.782), giving orientation (0.782). The average rates of participation for the
giving and receiving of information and opinions for physiotherapist, occupational
therapist, nurses and care managers in elder care and orthopaedics are remarkably
similar.
The length of the meeting is of particular importance since long meetings are tiring and
participants may lose interest. In elder care both teams were interrupted by the entry and
departure of nurses who were arriving from different wards while one was also
disrupted by the consultant psychiatrist (elder care). In the elder care unit meeting B
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was considerable longer than the other meeting and it was observed that team members
frequently looked fatigued. In contrast meeting A was considerably shorter and care
managers and occupational therapists complained that they were unable to debate and
discuss problems and lacked intensity and vigour `.... There is not always I suppose the
time for nurses to have their input' (elder care manager). In orthopaedics and acute
medicine the length and depth of meeting were dependent on various variables, with one
staff nurse (orthopaedics) reporting that the ward rounds occurred at great speed. It
would appear that it is not only the composition of the team but the number of patients
which need to be reviewed and the commitments of team members which effect the type
of discussions which occur.
The size of the group in decision making is also an important factor which influences
multidisciplinary decision making. The average number of team members in elder care
was nine, in orthopaedics six and in acute medicine five. It was observed that that team
members did form cliques thus more time is required to make a decision and a
consensus agreement becomes increasingly difficult to achieve. This may account for
the absence of goal setting within the multidisciplinary teams. Furthermore it was
observed that individual contributions were rarely acknowledged.
Skills and expertise
Professionals in all three specialities reported that discharge skills were learnt when
qualified and not as a student. There were numerous ways of acquiring the skill
required to plan a discharge. One was learning through experience. A staff nurse
(medicine) reported that she learnt about discharge planning only after being involved in
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a problematic discharge which had a disastrous outcome. Another staff nurse (medicine)
outlined the role which experienced nurses had in developing junior nurses:
` ... Unfortunately you do have some people who are slightly timid... and you
have to push them .... If you feel that this person is at risk of going home then
stand your ground'
For junior professionals discharge planning is viewed as a process which was extremely
challenging. A staff nurse (orthopaedics) described her initial feelings:
'So when I was qualified I went to my first ward there was like this ocean in
front of me. And I wondered whether or not I could discharge this patient safely
or not was like whether I could cross the channel. If Igot across I thought
thank God for that can I do another one?'
The professionals' experience of multidisciplinary team working affects their perception
of the team process:
' ... When you are at college there is this big phrase multidisciplinary team....
Whether you know what it means when you are a student nurse is debatable .. it
was not until I was qualified and I went to a multidisciplinary meeting that I
thought it does all work'
A care manager (elder care) who had a positive experience of multidisciplinary team
meetings regarded it as a valuable part of her professional role. In contrast a care
manager (acute) reported how her experience of the multidisciplinary process had
affected her perception of this concept `... I have become a little tired and cynical as I
have been here for 14 years and we have had MDTs coming out of our ears.'
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Assertiveness and confidence were regarded as essential skills which one needed to
possess to function as an effective team member (occupational therapist orthopaedics,
staff nurse medicine, care manager elder care, staff nurse orthopaedics, care manager
acute). In addition to these skills a discharge liaison officer stated that professionals
needed to possess diplomatic skills, be able to take a leading, flexible role, and think
about a problem from another professional's perspective. A staff nurse (orthopaedics)
highlighted the fact that professionals who were unassertive in giving information
resulted in a reduced exchange of information:
'It depends on who you have as an OT and Physio. Ifyou have got a forthright
physio they will say this patient can't do that or can I get this patient up. Ifyou
have got someone that is fairly quiet then you know they don't do that and you
get hardly any discussion out of the round at all. You wander round and the
consultant says 'how is Mr. So and So.' line "Oh, lovely let's look at your hip
wound' and then he says, 'Oh lovely, home, home.' And then they go onto
the next bed. You know it is very much like that.'
Professionals within acute medicine appear unable to develop team playing skills since
meetings occurred so infrequently. A staff nurse commented that she had only been to
two meetings, one nurse had attended one meeting only whilst two had not attended any
meetings. Thus it is somewhat ironic that a senior occupational therapist (acute)
commented on the disarray of a network meeting which she attended `... There was no
organisation, no one knew why we were there it was chaos-acted as if no one had been
to one before.' A staff nurse (medicine) described a situation where numerous
multidisciplinary team meetings had not achieved the appropriate or desired outcome:
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`.. And I have been to others (multidisciplinary team meetings) where nothing
has been sorted out and everything still remains the same. After we then have to
go and do a re- referral like Mr. P over there. We have to go and re-refer
him again to care of the elderly and seven months in hospital. You know
and seven months in an acute hospital bed taking up space when it would be
more beneficial for him to be in a proper nursing care setting. We are doing
nothing for him here Ok he is going down to the occupational therapy
department and that is brilliant but you know if he were in a proper place then
he would be more happier and it would be more homely. Because aces estz t a:
homely atmosphere ... seven months. Imagine staying here for seven months.
Now we have to refer him again because ihe place won't accept him now.
There was considerable evidence that expertise of professionals affects the management
of the patient. A staff nurse (orthopaedics) was acutely aware of the different levels of
expertise and expressed concern that during handover nurses did not question
information which they did not comprehend. The discussion demonstrated how
expertise influenced the outcome of a patient. Over a three week period the orthopaedic
team were attempting to manage the discharge of a patient who required a hoist. The
meeting begins with the team awaiting the delivery of a hoist, which is taking a
considerable time to arrive. However on arrival (week two) the hoist will not fit under
the bed. When interviewed the occupational therapist admitted that she did not have the
necessary skills to prescribe a hoist which she had not shared with other members of the
team. '...I know nothing really about hoists to be honest you know ... It really is quite
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stressful.' The delay in the provision of the hoist was reported by a staff nurse
(orthopaedics) who has difficulty understanding why delays occurred:
	
It is costing thousands of pounds to keep this woman here in a bed with
acute nursing care on this ward. You could have paid for that hoist in four
days	 I just don't understand why they can't say take a little bit of this budget
and give it to them so she can buy a bloody hoist and she wouldn't be blocking
the bed. But you can't do that can you? I don't understand that'
The problem was further exacerbated by the failure of the occupational therapist to
attend the ward round and the fact that she did not document the functional ability of the
patient in the medical notes. In addition neither the physiotherapist or the nurse present
make the information available. The patient was extremely eager to return home and is
putting considerable pressure on the consultant to set a discharge date. Thus the team
respond by recommending a home visit without discussing was with the occupational
therapists
What are we going to do?
(consultant to physiotherapist)
Await the equipment.. She has all her bars at home
(physiotherapist to consultant)
'She was managing at home before she needed the hoist'
(consultant to physiotherapist)
Shall we do a home visit? Shall we try that?
(consultant to registrar)
(The ward manager, registrar and physiotherapist nod their heads)
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A week later the team are informed by a senior occupational therapist that based on the
results of an assessment the patient was not suitable for a home visit. As the decision is
based on evidence the team accept the therapist's recommendations.
She won't be going on a home visit on Tuesday.. (The team look very surprised)
She can't transfer at all. The hoist should arrive within ten days
(occupational therapist to consultant)
'To be fair she was just about managing to transfer at home'
(registrar to consultant)
'Wait for the hoist - ten days' ? (consultant to registrar)
In elder care there were numerous examples when junior professionals were the main
players in the discharge process. The multidisciplinary team meeting was used as a
forum to discuss the most appropriate management of the patient which in many cases
would have been the wrong course of action.
I don't know I can't see how he is going to cope at home
(house officer to consultant)
But he was coping The proof of the pudding is whether he was coping
(consultant to house officer)
This is the guy who gets up to go to the loo and has to be reminded where the
loo is .. every time
(house officer to consultant)
We will do a home visit. He may be orientated
(senior occupational therapist to consultant)
But he has been on the same ward for weeks and weeks and gets up and he still
takes the wrong turning...
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(house officer to senior occupational therapist)
But the best guide is how he was coping before in his own environment
(consultant to house officer)
Yes ..
(house officer to senior occupational therapist)
Interprofessional education
The main way of learning about the roles of other professionals in all three specialities
were through clinical practice as opposed to higher education establishments. A care
manager (elder care) admitted that she was not prepared for how negatively her
professional role was perceived by members of the multidisciplinary team. A staff nurse
in medicine reported that '..l just learnt by asking or reading, similarly a speech
therapist reported that she leant By asking and by working with them rather than
being taught.' Whilst another staff nurse in medicine reported 'I guess I just picked it up
along the way.' A senior occupational therapist (medicine) and a house officer (elder
care) highlighted the limited information which was available at college. A staff nurse
(acute care) reported that she received interprofessional education as a student which
lacking in depth resulted in her misunderstanding the role of the occupational therapist:
'...When I was doing my psyche training I went with the OT who did basket
weaving	 Six months after I finished my training (medicine) when some one
said oh they need an OT referral and I would say I don't see why?'
A staff nurse (medicine), house officer (elder care) and a speech therapist emphasised
the importance of social aspects which assist in improving interprofessional
relationships
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' ... My friend 's sister is an OT as well and we always used to tease her that you
(occupational therapists) are always weaving baskets and she used to have the
definition of occupational therapy down to a tee.'
There were specific attempts to educate other professionals about roles an example of
which was taking doctors on occupational therapy home visits. A care manager blamed
the purchaser / provider split for the lack of interprofessional education. The national
multidisciplinary questionnaire perceived one of the benefits of multidisciplinary team
work is that it is educational to new members. In only one multidisciplinary team
meeting (Meeting B in elder care) was there an attempt to educate other professionals
about the role of other team members.
Do you know what the rivermead test is?
(consultant to house officer)
No sorry. (consultant points to senior occupational therapist)
(senior house officer to consultant)
The rivermead is a perceptual battery standardised .... and it is various object
recognition, sequencing
(senior occupational therapist to senior house officer)
These things are often missed unless you look for them
(consultant to senior house officer)
Do you know what Court of Protection is?
(consultant to senior house officer)
No I don't. I should know really
(senior house officer to consultant)
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Well if you are unable to deal with your financial affairs and if you have got
money. They are not interested in people who have got nothing, an
application has to be made to the court for a receiver to be appointed to look
after your affairs....
(consultant to senior house officer)
Who applies for that?
(senior house officer to consultant)
Anyone can
(consultant to senior house officer)
The need to provide discharge education has been recognised by the trust and a limited
effort has been made to educate professionals regarding the discharge process.
Education regardless of its type requires an investment in time and resources. Teaching
sessions organised by the trust have had limited success due to a lack of interest shown
by nursing and medical professionals (discharge liaison officer). The introduction of the
discharge team into the arena and identifying coordinators is a general recognition that
professionals require additional assistance in the area of discharge planning.
Nevertheless this is a short term solution to a long term problem.
Multidisciplinary discharge decision making
Interprofessional decision making is the most important component of the discharge
process. Decision makers must consider all the available information and opinions.
Discharge decision making is a task allocated process and is dependent on individual
professionals completing allocated tasks. For example a care manager is unable to
implement home care services for a patient unless an occupational therapist has
completed a functional assessment and determined whether they will require assistance
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with washing and dressing, shopping or meal preparation. Thus it is hardly surprising
that professionals highlighted the importance of interdependence as opposed to
integrated working in multidisciplinary teams. Consequently if certain tasks are not
completed delays occur in the discharge decision making process. Communication is an
important part of the this process as it allows professionals to give and ask for opinions,
defend oneself, find out where they stand in relation to others, and formulate a
discharge plan. The national discharge questionnaire found that 86% of respondents
regarded multidisciplinary team meetings as a tool for improving communication.
Developing interprofessional rapport
Building, a rapport with other professionals was regarded as a means to assist with
communication, as was working on a case together:
`	 If you have got a good rapport with the SHO or HO then it is easy to say I
think, this and this... and some of them will listen to you.. but then there are
some who are pig ignorant and stubborn' (staff nurse medicine).
It enables professionals to decide the type of approach, which would be used with
individual consultants. `.... Get to know which you can take a hard line with and those
you can't' (staff nurse orthopaedics). A speech therapist believed that rapport with
doctors improved when you worked together on a complex case which resulted in a
successful outcome. This is particularly evident when attempting to build and maintain
interprofessional relationships. A care manager (elder care) stated that if an occupational
therapist contacted her about a patient she was concerned about she would regard it as a
priority. A staff nurse (medicine) reported that communication was dependent on her
relationship with members of the multidisciplinary team:
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'... You know you might hand over to the physio in the morning and it just
depends if it is somebody you personally get on with or not whether you
communicate with them throughout the day or not... It depends on how wen you
know them and how long you have known them.'
However when relationships were strained between nurses and doctors decreased
communication occurred. `.. It is the same with the doctors .. it is often quite tense
between you and that stops you from communicating... I can't be bothered to go and
speak to you' (staff nurse medicine).
Maintaining and developing interprofessional relationships are further complicated by
the location of professionals which encourage segregation rather than integration.
Consequently physical barriers can prevent the development of personal relationships
and encourage individual rather than team decision making. Interprofessional
collaboration is dependent on open channels of communication to all other members.
The physical location of the multidisciplinary meeting within elder care was
problematic as it was separated from the ward environment. Nurses expressed concern
that they would not be able to be contacted immediately if an urgent situation arose; and
pointed out if there were low staffing levels then they would be unable to leave the ward
(ward manager elder care, staff nurse elder care). In addition, in elder care
dissatisfaction was expressed regarding the timing of a multidisciplinary meeting since
it occurred in the middle of the day. This was a time when the ward was particularly
busy and coincided with another multidisciplinary meeting.
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There are marked differences in the way in which services are organised. In elder care
occupational therapists, physiotherapists and care managers are consultant based. In
medicine and orthopaedics physiotherapists are ward based unlike care managers and
occupational therapists who are not attached to a ward or an individual consultant. The
organisation of the medical wards result in occupational therapists treating patients
from various consultants thus developing a rapport is often difficult 'Consultants cannot
understand the role of the OT if they do not know who we are' (senior occupational
therapist medicine). However a care manager (acute) was of the opinion that `.. A lot of
the consultants choose to remain anonymous it gives them the air of God like.' During
the course of the research two consultants formally introduced new members and
welcomed them into their team. In some instances professionals were not formally
introduced whilst on other occasions care managers and occupational therapists acted as
the broker. During a multidisciplinary team meeting an elder care consultant very
patiently explained to a staff nurse the aim of the meeting.
There was a general consensus that in the acute setting occupational therapists and care
managers should be ward based. A care manager (acute) highlighted the benefits of
being ward based since they were able to build a relationship with the ward staff. In turn
this would educate other team professionals about each professional's role and remove
some of the mystique ' 	 We get comments such as we never see you where have you
been' ? (senior occupational therapist orthopaedics). A care manager (acute) reported
that care managers were not encouraged to become ward based in order to avoid
collusion and '..Make us more of a independent identity.' This suggests that care
managers in order to maintain their neutrality are not encouraged to develop
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interprofessional relationships with other team players. Occupational therapists reported
that becoming ward based would have resource implications since each ward would
require an individual therapist.
Referrals
Referrals are the key to the discharge process and are an important aspect of
interprofessional communication. In discharge planning the professional making the
referral needs to be equipped both with the medical and social history and an
understanding each team member's role. The Community Care Act has generated an
overwhelming amount of administrative work and frustration amongst the nursing
profession. Even for a simple service one is required to fill out a referral form to care
management which prior to the act could be accessed directly by professionals. Care
managers in the acute setting frequently complained about the accuracy of the
information on the referral form:
'..Well I think it is just slap dash and it worries me as well when we get referrals
through and there are mis-spellings all over them.. And mostly it is nursing staff
who are filling them in and I worry because I think if they can't even spell
somebody's name and they are spelling quite complex drugs do they get the
drugs wrong - you know. And they miss things out - I had a referral the other
day and it had on it that the woman was suffering from toxic shock and in actual
fact she had taken a massive overdose and she was also schizophrenic and none
of that was down - you know.'
There is evidence that professionals refer to therapists and care management as an
'insurance purpose' which is a transfer of responsibility. One occupational therapist
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reported that 50% of the time it was not appropriate to get involved straight away whilst
another expressed her frustration when patients who had been on the ward for a while
were referred prior to their discharge:
'You know it is really hectic and you know what really, really throws you
especially if there has been like a person that has been like in the last four weeks
or something and they have said to you all along oh he doesn't need OT he
will be fine, and then two days before he is about to go home - Oh we had better
get an OT assessment.' (senior occupational therapist orthopaedics)
In the acute setting a major concern was that the care management allocation system
was unable to meet the needs of some patients in the acute setting as allocation
meetings were held only once a week. Consequently patients were discharged without
services which were needed (staff nurses medicine).
The initiator of the referral may not be the same person who actually carries out the
mechanics of the referral process. For example the occupational therapy referral must be
completed by a doctor however nurses within acute medicine were of the opinion that
they instigated the referral process. The referrer is extremely powerful as they are able to
deny the patient the service of a professional which could be of great benefit. An
occupational therapist in elder care and orthopaedics believed that doctors should refer
as it was an important means of educating doctors about the role of the occupational
therapist. Nevertheless it was observed that within multidisciplinary meetings that
referral forms were completed by the therapists and then handed to the doctor to sign. In
particular occupational therapists and care managers would not assess a patient until a
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referral had been received even though they were aware that the patient required their
input.
Good and bad communicators
One staff nurse (acute) was of the opinion that the effectiveness of communication was
dependant on its importance to the communicators. Professionals within all three
specialities valued communication where both parties were willing to give and receive
information. However staff nurse (medicine) reported that communication with doctors
was when they required information `.. We approach them and ask them what they are
doing....' Whilst another staff nurse (medicine) reported `...But on day to day things I
generally don't keep in touch. It is only when something changes or something is
directly affecting what I am doing.' Nurses within orthopaedics expressed frustration
that communication with the occupational therapists was a one way process only,
although this opinion was contradicted by another staff nurse (orthopaedics) who
believed she got more information from the occupational therapists and the
physiotherapists then from her nursing colleagues.
Care managers, occupational therapists and doctors within the acute setting were
criticised by nurses for not interacting without being 'chased' or 'badgered which they
described as an extremely time consuming process. Occupational therapists (acute)
however were resentful of this type of behaviour which they reported to be particularly
evident in relation to home visits. The greatest number of complaints in relation to care
management was the number of calls which were not returned, and the fact that they
were perceived as only coming to the ward when specifically asked. Although an elder
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care ward manager admitted that due to lack of time a ward clerk was asked to collate
information from the care managers about patients. In contrast care managers within the
acute setting were of the opinion that they communicated with other professionals but
that this was not reciprocated.
Structure of the working day
The incompatible working hours of the different professions results in much of their
work being hidden from the eyes of others. For example the medical post-take ward
rounds occurred at 7.30 a.m. prior to the arrival of the therapists and care managers.
The working hours of therapists and care managers are also incacttriatUite ‘<cca
nursing profession as unlike doctors or nurses do not work shift patterns or weekends
and are usually available only between nine and five. This adds to interprofessional
tensions since unnecessary delays may occur which will influence the length of stay
Three patients needed mobilising at the weekend can't get a physio after five which
do not fit into our hours' (staff nurse orthopaedics). A patient in orthopaedics was of
the opinion:
'There isn't enough time to give us enough physio in hospital and what amazed
me is that they don't come in on a Saturday and Sunday. So the first week you
seize up by the time Monday comes and because you are so depleted you don't
do your exercises because you are so tired you just can't do them.'
The introduction of weekend working would mean changing the existing culture of the
professions and the organisation. Physiotherapists expressed a positive approach whilst
an occupational therapist stated that it would not be possible to put this concept into
operation as allied services would not be working. The majority of nurses did not feel
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that occupational therapists were required at weekends which may suggest that they are
not perceived as rehabilitation experts. This is rather surprising since nurses within
orthopaedics and medicine had specifically commented on the long delays which
occurred as a result of patients awaiting a home visit. One staff nurse in medicine
regarded it from the patients' point of view and stated that patients needed a rest on a
Sunday. Similarly a speech therapist considered the effect which additional therapist
may have on the patient:
'	  I don't necessarily think that increasing the therapy load on the patient
would necessarily benefit them. But I certainly think that you can put things in
that are passive such as blood tests or CT scans.
Nursing communication
The shift patterns of nurses can be detrimental to maintaining interprofessional
communication and continuity of care (staff nurse medicine, senior house officer elder
care, acute care manager). Handover is an important part of the nursing and
interprofessional communication and it is used as a tool to coordinate the care of the
patient. In general the ward was considered a central focus for interprofessional
communication however a staff nurse in medicine and in orthopaedics reported that
'communication is lacking on the ward ' Similarly a senior occupational therapist
(orthopaedics) reported `... I think the problem with teamwork is the communication
between the nursing staff A staff nurse (medicine) and a care manager (acute) compared
communication on the wards to Chinese whispers:
'Because a lot of what goes on in this hospital is Chinese whispers. It is
phenomenal how things can get twisted - handovers and reports you say to one
member of staff you know X piece of information by the time it has gone through
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three handovers it may come out as Y it is completely different' (care manager
acute).
A senior occupational therapist (orthopaedics) described an incident of communication
failure ' I will tell one staff nurse one day and then I will have the next day two student
nurses and another staff nurse asking me the same question.' This opinion was echoed
by a staff nurse in orthopaedics '..By the time that is had got to the night shifi it is
forgotten about.' Similarly a senior occupational therapist (medicine) did not believe
that there was any 'Carry-over.' To resolve this problem one orthopaedic staff nurse
suggested that handovers should occur at the patients bedside so that the patients act as a
check and went on to describe an incident where this had worked successfully.
Information had not been handed over by her colleagues that the patient would be going
to theatre today and the nurse had to gain this information from the patient.
Documentation
Documentation is a vital tool for communication amongst professionals while in acute
medicine it is often the only available means of communication. There was considerable
evidence that documentation was often absent and prevented teams from making
decisions, as the following illustrates:
It is so difficult picking up other peoples pieces. We don't know what has gone
on. There is no proper hand over
(consultant to multidisciplinary team)
Did you ever find out what they said to her two weeks ago ?
(consultant to house officer)
I don't know
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(house officer to consultant)
Who goes with her to clinic?
(consultant to ward manager)
Just one qualified nurse
(ward manager to consultant)
Because we got no feedback last time and we have never been able to find
out	  They didn't write in the notes... We have no information.
(consultant to ward manager)
The medical notes within all three clinical areas was found to lack clarity and neglected
to demonstrate how a decision had been formulated' 	  I looked through the notes from
the previous week and I couldn't find that bit in the notes where it said yes he has had a
stroke' (senior house officer elder care). All professionals have access to the medical
nursing and the physiotherapy notes which are kept at the back of the medical notes. The
occupational therapy and care management notes are kept independently away from the
scrutiny of other professionals. Thus an occupational therapist had access to information
in the form of a home visit report which was not available to the other members of the
team:
How did you find that out?
(consultant to senior occupational therapist)
From the home visit report
(senior occupational therapist to consultant)
So he had a home visit... I didn't know about that
(consultant to senior occupational therapist)
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A care manager (elder care) expressed frustration that doctors did not read what she
wrote in the medical notes whilst an occupational therapist (elder care) made similar
comments in relation to nurses. A senior occupational therapist (elder care) and an
occupational therapist (orthopaedics) suggested that the lack of integrated
documentation contributed to this and residual information a 'non-event.' A staff nurse
(orthopaedics) admitted that she never read the assessments documented in the medical
notes by the physiotherapists explaining that they were often in a 'jumble' and difficult
to find.
It was observed that in the medical notes the evaluation of the patients progress was
rarely recorded by multidisciplinary members which may prevent the formulation and
accurate timely discharge plans. The language which professionals use is often unclear
and ill-defined. For example a physiotherapist wrote that a patient needed '..Maximum
assistance to stand.' The word maximum is meaningless since it can be defined by
different members of the team in different ways. For example the assistance of either
one or two people. Similar confusion occurred in elder care:
He is walking about 15 metres
(physiotherapist to consultant)
Walking without someone beside him, or holding him?
(outside care manager to physiotherapist)
For safety two of us walking with him at the moment. He needs a lot of
manual assistance.
(physiotherapist to outside care manager)
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In the medical notes there was little evidence of multidisciplinary discussions being
recorded. Within each speciality professionals maintained their own separate records.
and interpreted the information in different ways. In a elder care mutlidisciplinary
meeting a care manager recalled what she thought Dr. A said last week. However
neither the house officer or the senior house officer appeared to be aware of this
information which in turn resulted in delayed decision making.
Multidisciplinary interaction
It is suggested that professionals rarely volunteered information unkss asked a specific
question by a member of the high status group. A staff nurse (orthopaedics) stated 'It is
very much if they need to know something they will ask us.' This may limit the
effectiveness of the multidisciplinary teams as the type of information which is asked
will determine the type of information that is received. A senior occupational therapist
(orthopaedics) expressed disappointment that the consultant would never ask her
whether a patient was able to transfer, about self care activities or about their home
situation. The one noticeable exception was if the patient '..Had a plaster of paris on
their leg'. However consultants in both orthopaedics and elder care would ask the
physiotherapists whether a patient required a home visit even though it is the
occupational therapist who is the expert in this area.
Listening to information and opinions
A care manager (acute) and senior occupational therapist emphasised the importance of
collaborative decision making '..They (doctors) have to realise that decisions are not
just made by them it is a group process.' There was a general feeling from care
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managers, occupational therapists and orthopaedic physiotherapists that it was often
difficult to predict whether their opinions would be listened to. A staff nurse within
medicine believed that `....It was a battle to make people listen' whilst a care manager
(elder care) was of the opinion:
'	 I think sometimes there are situations where I don't feel that Jam being
listened to as much	 and i f I can't get my view across to the consultant I just
leave it after that. " 	 You have to be quite resilient.... And not give a damm
that you have not been given enough space and let the comments go over your
head'.
A staff nurse (medicine) reported that doctors whilst appearing to listen to an OT's
opinions Niould not action their recommendations. A care manager reinforced this
opinion ' „Realty the doctor is telling you what he wants.... And the nurse is quickly
trying to scribble it all down.' In the multidisciplinary team meetings the autonomy of
professionals was constantly challenged not only by the medical profession but by
members of the multidisciplinary team. An orthopaedic consultant instructed a
physiotherapist to provide outpatient physiotherapy for a patient. An elder care
consultant informed a care manager that the team had decided that a patient could not
return home. However the reciprocal team members did not respond directly to these
challenges.
Type of information
The type of information which is given in multidisciplinary meetings is of considerable
significance in the decision making process. Therefore it is not the professional's status
within the team that influences interaction but rather the type of information which is
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required at a particular time. There was a noticeable decrease in communication and
interaction when one professional did not require the input of others. For example when
an outside care manager or a elder care psychiatrist attended the meeting there was an
extended back and forth exchange whilst other professionals remained silent. Similarly
in the post-take ward rounds only the doctor who has clerked the patient would give
information.
In addition the giving of information can be used to raise a professional's status within
a team '	  I like going to the MDM just to report on the progress of my patients.'
(physiotherapist elder care). A care manager (elder care) reported that in
m\alscip yasy ttarn meeting ' 	  Sometimes you have forgotten something and you
forget and you are really cross with yourself because you want to be seen in a good
light.' A care manager (elder care) commented that she had observed power struggles
with professionals trying to impress the consultant as opposed to considering the needs
of the patient. This was reinforced by an senior house officer (elder care):
'  Yes you are continually trying to impress and every doctor has it in their
mind that they are going to get to the top 	  You need the pressure of trying to
impress in order to know the patient.'
Although the house officer reported that the senior house officer had stated that he
should give him all the information about the patient:
' 	  This suited me fine - rather to prevent friction I went along with it -
although I gave him all the information. If he said something that was a load of
rubbish. I would give him a look or say hang on in there. If he really pissed me
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off then I would only give him 10% of the information. It is a rather strange
situation as normally the HO knows everything about the patient.'
The social history was not regarded as an important factor that needed to be
communicated at either the nursing handover or the multidisciplinary team meeting `....I
don't think that the full social history is given until the day before the patient is
discharged' (staff nurse orthopaedics). The low emphasis placed on the importance of
social history may be influenced by the professional reluctance of being associated with
this relatively unscientific task. A care manager (acute) was of the opinion that their
status within the team was affected by the task that care management performed as it is
`..Not as important as saving lives.'
An elder care consultant outlined her perception of the discharge process to members of
the multidisciplinary team. It highlighted the role responsibilities of professionals and
the absence of care management in the initial information gatheiing ID-mons:
'The first part in discharge planning in my mind is what had gone on before.
That is my understanding of discharge planning you have got to have the
information from before.... The OTs do a lot of it, so do the care managers once
they become involved. But off course we wait 6 weeks for xxxx (local authority)
so that is no good so it has to be OTs, doctors and nurses. Not physios.... But it
is where we constantly fail.'
A staff nurse (medicine) highlighted the fact that people who were admitted often did
not have a next of kin, or know their name and address. In elder care there was a
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conscious effort to ask for the social information but this was often unavailable and
resulted in delayed decision making:
Mr. J How is he getting on? Do we know what he was like before he came in-
or what he could do at home?
(consultant to senior physiotherapist)
(senior occupational therapist shakes head)
What was he like at home- Do we know?
(consultant to senior physiotherapist)
I think he was mobile before. Because when he first came onto the ward he was
walking with supervision.
(senior physiotherapist to consultant)
No he wasn't walking when he first came in.
(senior house officer to physiotherapist)
Are you sure?
(senior physiotherapist to consultant)
Absolutely positive. He arrived totally confused.
(senior house officer to physiotherapist)
He came in, in quite a poor state.
(senior occupational therapist to consultant)
In a very poor state: He was doing nothing when he came in. He was absolutely
house bound.
(senior house officer to physiotherapist)
It will be interesting to find out what he was like at home to find out what he
could do.
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(consultant to senior house officer)
Nurses within orthopaedics and acute medicine admitted to failing to collect the social
information directly from the patient once he or she arrived on the ward. A nurse in
orthopaedics and acute medicine stated that this information was difficult to obtain from
trauma patients or those who were confused and consequently it was then forgotten
about and left incomplete. As a result they relied on the information from the Accident
and Emergency or the medical notes. This is remarkable since on admission
occupational therapists and nurses within both settings reported that the social history
which is documented in the medical notes is very brief, often irrelevant and contains
non-specific information such as 'lives in a flat,' 'doesn't smoke or drink.' An audit of
the medical notes in orthopaedics confirmed this as only 36% of the medical notes
contained information about the social history and 27% about the patient's previous
functional level. Similarly in the nursing notes 54% of the documentation contained an
incomplete social history. One elder care consultant emphasised the importance of the
social history in the discharge planning process:
`..I feel that anybody who comes into hospital with dementia you are beholden
as a doctor either to get a history from the next of kin or someone who knows
them. It is as if you are getting it from the person.... It is like someone who comes
in aphasic you have got to go to another source... Over and over again people
are not bothering to try to get this information.... The history is vital in our
age group to how people are functioning'
A staff nurse (orthopaedics) reported that the patients' mental state was often not
assessed or documented. An audit of the medical notes in orthopaedics confirmed this as
the cognitive state was not recorded in any of the eleven case notes that were audited.
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Importance of rich interaction in discharge decision making
In one elder care meeting (consultant B) there was an attempt to discuss patients in
depth which was reflected in the length of the meeting. This rich interaction
demonstrated how the sharing of honest opinions enabled team members to support each
other and develop a strategy. However this was in marked contrast to the decision
making which occurred on the orthopaedic ward round when discussing the progress of
a patient:
We would like you to put us in the picture. What could he do before?
(consultant to outside care manager)
(outside care manager gives history of his functional ability)
Could he lift that left leg into bed on his own before?
(consultant to outside care manager)
I am not really sure 	 I can't tell you whether they actually lift the leg in..
That amount of care can be reactivated but it cannot be increased. He had five
hours a day to get him up in the morning washed and dressed and a similar
package in the evening to put him to bed
(outside care manager to consultant)
He was asking me if he could have a live in carer like MrVV has?
(consultant to outside care manager)
Who would pay for it?
(consultant to outside care manager)
Mr. X was abusive to carers but it just about held.
(outside care manager to consultant)
If he did need residential why do you rule out nursing home?
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(consultant to outside care manager)
Because I think a residential home could cope with some of the mobility
problems.
(outside care manager to consultant)
When his transfers have improved we will do a home visit.
(senior occupational therapist to consultant)
He was asking me what kind of help is available and which agencies will we use.
We have been through so many agencies
(outside care manager to consultant)
Thank you very much you have been very helpful.
(consultant to outside care manager)
(A joint home visit is arranged)
It would be a nice if one of the new house officers attended
(senior occupational therapist to senior house officer)
He may behave himself if he (the HO) comes.
(senior house officer to senior occupational therapist)
He is just an grumpy old git (team laughs)
(outside care manager to care manager)
Evidence based decision making
The ability to rationalise decisions is an important part of the discharge decision making
process, interprofessional collaboration and evidence based practice. Within all three
specialities it was common practice for members of the medical profession to debate
and discuss the medical management of the patient. Occupational therapists within all
three clinical areas were reluctant to state why home visits were not required simply
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stating `.. The plan is a home visit.' This approach may be related to the importance
which occupational therapists within all three specialities has placed on being a
independent practitioner. This is not particularly helpful if one wishes to educate other
professionals about the role of the occupational therapist.
It is remarkable that on orthopaedic ward rounds the therapists and the named nurse who
had made clinical decisions which affected the management of the patient were not
present to justify their decisions. Indeed this exacerbated confusion, distracted the team
from making a decision, prevented an alternative opinion from being heard, as well as
the willingness to both give and receive information.
The presence of the decision makers would enable decisions to be understood and
therefore accepted by other team members. This is emphasised by a physiotherapist in
orthopaedics. For example on a ward round an occupational therapist who is not
managing the patient reports to the consultant that a patient requires further
rehabilitation. No other rationale is given and consequently the consultant reports that
the patient should have out-patient physiotherapy. The occupational therapist does not
question this decision despite its impact on the management of the patient.
Home visits
Home visits form an integral part of the discharge decision making process and are used
as a measure on which to determine the progress of the patient and whether or not they
are safe to return home. Occupational therapists within all three clinical areas stated that
discharge decision making occurred only after an occupational therapy home visit or
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assessment had been undertaken. However one occupational therapist in elder care
warns that caution should be used when interpreting the outcome of a home visit which
in turn was reinforced by a senior occupational therapist (orthopaedics):
,
	
It is not concrete like on the ward you know the heart is very
objective 	  we are saying no they can't go they will have to go to a residential
home.... We are dealing with human beings and we are dealing with the future.'
The type of patient requiring a home visit and who accompanied than on the visit is left
to the discretion of each individual occupational therapist. The timing is of particular
importance since a patient who has received inadequate rehabilitation may be wrongly
thought to be unsafe to return home. Patients themselves did not appear to have a clear
understanding of why they needed a home visit. One elder care patient reported that she
bad been on a borne visit to ascertain whether .. '.I could ge( art and air die co (k i"
(laughs) while another did not understand why the visit was required, was disillusioned
by )be w)c.)e expenence and was frustrated because her perception of the outcome of the
home visit was not listened to:
'Oh that was a complete and utter disaster! .... We get in - I went to sit down in
my chair and we just sat there while she was measuring the chair. Now all this
had been done when I came out last time. I have got everything that I need and I
told them that but they wanted to verifi, that... I made the tea, she took me back
into the lounge and I sat down and I had one mouthful of tea and then she said
well I think we will go in the bedroom now... And I said you can look in the loo
I've got my toilet seat in the bathroom and then the entry phone rang and it
was the driver back.. You know I never felt like crying since I had my accident
and I could have burst into tears 	  Well, when I got back they said how did it
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go and I said it was a disaster! And I told the staff sister but she is not in charge
is she? And then there was other nurses coming up who said Oh you did very
well I hear and you made the tea and it was a great success, and I said it
wasn't.'
Professional focused care
The organisation needs to consider the effects which transfers between wards and the
different specialities have both on the patient and on the discharge process. Short term
measures often create long term problems which is demonstrated by the frequent
transfer of patients within the hospital. A discharge liaison officer highlighted this and
was of the opinion that the amount of times a patient could be transferred should be
included in the Patients Charter. Similarly a care manage (acute) stated that '.. . They can
get moved around like yo-yos... like pass the parcel or something.' During an
orthopaedic ward round one patient admitted to a consultant 7 have been in so many
wards I have lost my way' while another in elder care highlighted the lack of preparation
for the pending transfer' I started off at ZZ and all of a sudden they came up to me and
said you are going to TT now.' This in turn creates problems as the patient's care is
managed by different team of nurses which may directly impact on the continuity of care
and on discharge planning. This is highlighted by a care manager (acute) who reported
the difficulties which one faced:
'It can be difficult with the people moving around a lot because one ward will
refer to you the patient and then you start liaising with another ward who then
might not understand even why you have got a referral.'
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This may undermine the accuracy of information and the degree to which it is
communicated and the efficiency of the multidisciplinary team. There were numerous
examples where information had not been communicated following the transfer of a
patients from another ward.
There was no evidence of patient focused goals or the wishes of the patient being
recorded. Furthermore there were many instances where the rehabilitation goals of the
patient may differ from that of that of the therapists which in turn causes conflict:
`... They do not attend to me, they do not walk me, they do not do the things they
should do. I have to do it all myself I want to get up and walk and walk - I
cannot even get up and walk on my own. I do not know how Jam going to get
home, or how I will be when I get back home
	 Nobody to talk to - now if one
would sit down like you are sitting down and say I will come home with you and
see you settled that would be different - but they do not. They know nothing
about you. I have not made friends with anybody' (elder care patient)
There was evidence of failing to work with the patient when setting goals. One patient
felt that his 'usual routine' was ignored by the physiotherapist 'I have seen the
physiotherapist - who wanted to walk me here and there which I did not want to do as I
cannot do it at home.' A staff nurse (orthopaedics) reported that patients who were
uninvolved in transfer plans usually refused to be transferred which in turn caused
additional problems. However she went on to acknowledge that in some cases patients
may not always be suitable for elder care or that the transfer might not be in the patient's
best interest. It is also noted that only one occupational therapist (orthopaedics) stated
that the needs of the patients should be placed first as opposed to the organisation:
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'....They don't actually take much into consideration they want the bed sort of
thing and they are determined to get them out so they out them in another unity
when it is not always necessary or appropriate... It seems pointless moving
patients'
It is suggested that patients do not receive adequate information in order to make an
informed decision. A staff nurse (orthopaedics) reported that patients were often
unaware that they were actually on the list for elder care whilst another staff nurse
(orthopaedics) admitted that it was not a pleasant task informing patients that they were
to be transferred to elder care. Three staff nurses in orthopaedics reported that
consequently patients were often unprepared for the transfer from orthopaedics to elder
care:
Sometimes we whisk in and say yep you are going to TT this afternoon.
And they are not preparedfor it... And ifyou tell them they are going before
you have a transfer date then they are going to get anxious ... and it is better not
to tell them'
	
 Sometimes I feel really that they have no time to accept anything and to tell
their relatives where they are going'
They phone when there is a bed and you just have to organise everything
Incomplete information = Predetermined outcomes
Discharge planning was regarded by professionals within all three specialities as a
reactive rather than planned process. It was described as being
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'Unpredictable', 'It s pure ad hoc, it pure luck," extremely hit and miss....',
'very immediate reactionary stuff' 'haphazard, "chaotic, "shambolic, "lucky
rather than safe, "room for improvement, "a need for a change, "a need of an
overhaul, "non-effective, "disorganised, "no real structure, "lacking control'
There is considerable evidence that within all three clinical areas teams made premature
decisions before other goals and problems had the opportunity to surface. In one
instance a registrar failed to consult the therapists regarding the progress of a patient
with a stroke. Thus the information exchange was inaccurate:
So what did you say to the daughter Sam?
(consultant to registrar)
I tried to paint a optimistic picture saying that her speech had improved
(registrar to consultant)
I wouldn't be optimistic SS because it looks disastrous to us SS.
(registrar to consultant)
What did you say about the walking?
(consultant to registrar)
She asked me whether she would be able to walk I said I wasn't sure whether
she would be able to walk but if we would see some improvement you would see
it in the first three weeks.
(registrar to consultant)
But she hasn't even got sitting balance.
(consultant to registrar)
One staff nurse (medicine) described an instance where she had heard doctors
deliberately attempting to withhold information from the occupational therapists for fear
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they would stop the discharge `.... You hear the doctors say Oh God the OTs are going
to find out and that is going to stop it.' While professionals who were present on a
orthopaedic ward made a decision without collaborating with the occupational therapist:
What about equipment?
(physiotherapist to consultant)
The Patient is quite small I remember from the table therefore raisers probably
are not needed
(consultant to physiotherapist)
I can transfer in and out of the chair
(patient to consultant)
Probably the same height of a toilet
(consultant to physiotherapist)
What about tomorrow?
(consultant to patient)
(Patient smiles and gives her consent)
There were attempts within orthopaedics and elder care to pre-guess outcomes and
arrange discharge dates without considering social issues. A senior house officer (elder
care) admitted that although one was able to predict their length of stay from a medical
point of view this was not always compatible to their social situation `.. And you come to
the MDM to say they are fine (medically) to go home but what is their social situation?'
Predetermined discharge dates can have both a negative and positive impact on
discharge planning. A realistic discharge date which has been formulated on accurate
information (social, medical and functional) can enable the team to achieve a specific
189
goal. However the late identification of social and environmental problems caused
unnecessary delays. Discharge dates which are made in isolation can seriously influence
interprofessional collaboration as they were perceived by a care manager (acute) to
undermine the value of the professionals assessment:
`..Anyone else who is involved in the team are just probably interfering
delaying things or rubbished I had an instance yesterday where the doctor has
said to the patient and to the patient's relatives and anybody else that the
patient could go home straight after the OT home visit. I was doing a joint
OT/SW home visit and that was so insulting because it actually rubbished the OT
assessment even before she had done her assessment. It was like saying that her
assessment was not relevant, important, significant or anything like that. In
actual fact having done the visit with her it was absolutely crucial, there was no
way that this woman could go home until various adaptations had been sorted
out because she was totally unsafe. So we don't seem to have a team approach
where everybody's input is valued in the same way. Which I think is important.'
The occupational therapists in both elder care and acute medicine particularly resented
predetermined discharge dates which they saw as having serious consequences both for
the patient. the professionals involved in the management of the patient and the
organisation. ' 	
 Predetermined discharge date. I think why am I here if you are
actually going to go ahead' (senior occupational therapist acute). A senior occupational
therapist in medicine described an incident when a decision was made to discharge a
patient without informing the key players in the process. The only reason she established
that a discharge date had been set was when she looked by chance through the medical
notes. An original decision had been made that the patient was not medically fit for
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discharge however the patient who was desperate to return home had been informed of
the discharge date without consultation with the other team members:
' .... There was absolutely no consultation with us at all and it very hard when
you have told a patient who wants to go home that we may have to review that
date 	 So everyone has been running around like headless chickens trying
to sort things out	 So we are now having to react to all these urgent things
that are having to be done.'
This can lead to interprofessional conflict since the professional must either get the
decision maker (usually the doctor) to persuade them to reconsider their decision and or
assist the patient to overcome their disappointment.
Values
Professionals used different methods to determine which facts were significant. Within
the study there were many instances in which the different value bases of professionals
influenced the way they perceived the same patient problems. A senior occupational
therapist (orthopaedics) suggested that some members of the team were not concerned
about what happened to the patient once they were discharged A senior occupational
therapist (medicine) described an example in which decision making was influenced in
this manner. Information which appeared to be irrelevant to a nurse, physiotherapist and
doctor is considered highly significant by an occupational therapist:
' .... The ward phoned to say that they and the doctors are happy for her to go
home and would like you to try to see her before she goes. I explained about the
waiting list	  and I said how is she presenting on the ward	 And the nurse
was saying to me well she does have problems finding the toilet... and she could
not even orientate herself on the ward... But that information was readily
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available and this woman was about to be discharged.' (senior occupational
therapist medicine).
A speech therapist and care manager both described instances where different values
and a lack of understanding surrounding psycho-social problems influenced how a
problem was perceived by a patient and their family. A physiotherapist within a
multidisiciplinary team meeting uttered frustration that the family had not taken on
board what she had said even though she had repeated the same message eighty-six
times!
' ... My training would be about finding out ways in which these people can hear
this	  I thought obviously something is going wrong in the communication
here - so I thought I will go and see them and what materialised nearly had me
in tears because the son has actually accepted the fact that he cannot look after
his mum, but he had polio as a kid and she would take him to the hospital three
or four times a week and his mum did not let him go she did not give up on
him	  You need to find out where they are at - if you have been telling them
eighty-five times then you have been telling them wrong then you need to tell
them in a way in which they can hear. That is why I think it is valuable to have
other disciplines. To do it together. I mean the bloody doctor said that they are
probably deluded. Wait a minute - they are incredibly upset. It doesn't take long
to work out where it is coming from. You have to listen to them before they
can actually listen to you. They will continue being frustrated with this family
and there is no communication. They have accepted it, they just need to be
listened to.'
192
One speech therapist emphasised the same point:
.... 'I have worked with some PTs when someone has not been emotionally able
to do something and someone has not done their exercises will say discharge
them. Whereas we wouldn't we would probably say this isn't the right time for it
you know we will look at in another six weeks time.'
A care manager described an incident where a doctor felt that she had the skill to
perform an occupational therapy assessment which highlights her lack of understanding
about the occupational therapy skill base:
'This lady needs an OT assessment and she said well I have assessed her since
she has been in on the ward. And I thought well 	
 and I said well you are a
doctor and then she got really offended because it was like you saying that she
actually was not able to make that assessment.. They don't recognise these
skills that are involved or something... It could be..?
Decision making and resources
There is considerable pressure to discharge patients quickly from hospital. A discharge
nurse expressed her frustration ' 	 It is dependent on the mood of the trust or the
government	 And there is little what you can do sometimes and people will turn round
and say why, why, why?' Two bed managers described the financial penalties which
occurred if the trust cancelled elective work. These were £1 000 for the first cancellation
£ 3 000 for the second and £5 000 for the third. Thus it is important to understand the
source of the urgency `...High pressure is just down the line - Doctors waiting for these
beds so we are far down the line so the pressure grows' (senior occupational therapist
acute). A bed manager describes the pressure which the bed management team faces
which is then displaced onto the medical teams:
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'So the pressure is on us to get them in - So in the way we put the pressure on
the Doctors to speed up the discharges 
	
 The more we bring in then the
more revenue for the trust so there is pressure from the managers. We put the
pressure on the Doctors to get the patients in. ....There was one bed andfive
patients needed to come in. I told them to decide between them. So what they did
is they did a ward round and discharged three patients.'
This in turn can lead to interprofessional conflict since there is little evidence of liaising
with other team members which may place the patent at risk:
'... There is a financial conflict which management have to deal with so your
compassion may sort of go out the window not that there unsafe discharges
but potentially they're problems which can happen which then will have to be
dealt with by somebody else. ' (staff nurse orthopaedics).
A junior occupational therapist (orthopaedics) responded to the pressure by 'cutting
corners' in attempts to speed up the discharge process:
'....Treating a patient and then with the same eye watching a patient in physio as
had not time to assess the patient
	
 'I actually don't think that a home visit is
appropriate.... But then you think oh no residential care, God they will be in for
ages.'
Teams face difficulties when patients are spread across a number of wards. In elder care
the multidisciplinary meeting were disrupted by nurses from every ward having to
attend as the consultants patients were spread over numerous wards. Furthermore
occupational therapists and physiotherapists in orthopaedics were not consultant
attached. Hence the therapist who attended the ward rounds were unable to give in-
194
depth information. Care managers (acute) complained that they were not contacted when
a patient was transferred which meant that time was wasted attempting to locate the
patient.
There was confusion surrounding which borough patients resided in, particularly when
patients resided outside the normal catchment area. There was a considerable wait for
the allocation of outside care managers. A staff nurse in elder care expressed her
frustration to the house officer `... The 23rd of January we did that (the referral). I think
there is a list of a 500 people ahead of CC before it will be allocated.' Nurses within
the acute sector and orthopaedics expressed frustration that discharges were delayed by
the need for occupational therapy assessments, the acute shortage of district nurses, the
inability to discharge patients on a Friday, the waiting time for houses to be cleaned by
social services and the need to fit aids and adaptations.
Rehabilitation
Intensive and coordinated rehabilitation is associated with successful discharge
planning. Physiotherapy and occupational therapy are often associated with this role
although within all three specialities occupational therapists chiefly focused on the
discharge process. Two occupational therapists stated that they will not assess a patient
unless they can transfer and mobilise independently (occupational therapists elder care
and orthopaedics). This was confirmed by a physiotherapist in elder care and
orthopaedics. Consequently physiotherapists must ensure that the patient reaches this
standard which places resource restraints upon the department. Frustration was echoed
by nurses in acute medicine and orthopaedics regarding the length of time which
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patients must encounter waiting for elder care beds. Nurses within the acute setting
reported that patients did not receive adequate therapy in acute wards whilst a staff nurse
in orthopaedics stated that more rehabilitation beds were needed. This may explain why
orthopaedic consultants frequently operated dual plans (either discharge home or
transfer to elder care) although in some cases professionals were unable to argue which
was the best plan for the patient.
Home rather than elder care? (consultant to occupational therapist)
Well..! (occupational therapist to consultant)
Let's keep both options open (consultant to occupational therapist)
In many cases this causes further delays since care managers and occupational therapists
reported that if patients were placed on the list for elder care then discharge plans were
normally halted. Some professionals admitted that they were relieved when the patient
was referred to elder care:
.... And I know that I get a sense of relief and I think Oh God I can pass the case
on and that sounds awful between us but it is actually true and that can effect
the way people work with somebody - Not just care managers but OTs.'
Once the patient is transferred to the elder care wards the whole process begins all over
again. The patient has to be re-referred to occupational therapy and care management
and is then placed on the appropriate waiting list to await allocation. This process
occurred even if a care manager was closely involved in the management of the patient.
This process caused interprofessional conflict in a elder care multidisciplinary team
meeting:
The referral was sent at Hospital .XX
( ward manager to care manager)
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Don't count on that
(consultant to ward manager)
Is it done by you?
( ward manager to care manager)
Yes
(care manager to ward manager)
Over and over again don't count on what went on at Hospital XX
(consultant to ward manager)
It is not fair on us making a new referral really (ward manager to consultant)
They may have been referred at Hospital XX and then sent over here before
anybody saw them so in that respect they don't come over here most of the time
unless there is a care manager involved. It is always worth phoning to check
with us whether we have received the referral or not
(care manager to ward manager)
But I agree with a lot with what KK is saying. It is a lot of work. And I know that
if we don't sent another one nothing happens. Can the social services manager
deal with this and try and sort it out.
(consultant to care manager)
Interprofessional relationships
Personality was acknowledged as being an important factor which influenced inter-
professional relationships `.... Dealing with personalities depends on whether they are
interested' (senior occupational therapist elder care) ... 'Some doctors just like giving
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orders' (staff nurse medicine). A senior occupational therapist (elder care) highlighted
the difficulties which may arise:
lfyou get one person in a team who you know makes things difficult  for
another person and then it just disrupts it like a food chain. ..you got something
stuck in the middle and you just cannot carry on.'
'A lot depends on the personality of the doctor. We have had some really good
doctors here who know exactly what is going on in the team. We try to induct all
medical staff to what happens in OT, but that doesn't make a real difference'
(senior occupational therapist medicine)
The evidence from the research suggests that interprofessional relations within the
discharge arenas were extremely strained. Roles and tasks were clearly divided with no
evidence of integration:
When the patient says how do I get into bed and I say Oh you do it like this
and if they are a bit worried about their crutches I have to say that is not my
department...I can teach you to get into bed but not to walk on your crutches....
No wonder they get confused' (occupational therapist)
In particular care managers were criticised for ill-defining their roles and their lack of
accountability:
'...They just can't be what they should be to the patient. And you know the more
we see them pulling out say ifa patient is a homeless and you know you think
there must be some kind of reason why they are homeless
	 I think it is very
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unfair on the nursing staff to have to discharge people like that onto the street
without having given them anything' (discharge liaison officer)
Furthermore nurses within orthopaedics expressed a desire to manage care managers
which reflects their resentment of the care managers autonomy. A care manager (acute)
discussed the role of the care manager:
`.... I mean some people have accepted it and some people haven't the change in
role. And I mean we work in a completely different way. I mean it is much more
mechanistic and you know people are not doing you know counselling, and you
know all these sorts of things and obviously you need these skills and you have
to build some sort of relationship with the client otherwise you a'on't get
anywhere so you still need those skills but you don't have things like ongoing
supportive relationships with people. So I think clients get confused by that and I
think that other professions get quite confused'
There was a lack of understanding regarding how care managers formulated their
assessment and a resentment that they did not have the authority to question care
managers assessments:
'They go and talk to the patient for five or ten minutes and they come back and
say I want this and this.... You cannot assess a patient in five minutes'
(staff nurse medicine)
'...They are only a voice at the other end of the phone and conflict does arise
with them because all of a sudden they will say that they can't go home because
their mobility is not good enough or whatever but that is our decision and not
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theirs and they get really annoyed if you ring them up and tell them that in a
nicer sort of way then they get really irate. They are really the only team that I
have problems with' (senior physiotherapist orthopaedics)
Furthermore there was a general perception that the care managers' assessment was
inadequate 'A social worker was on the phone and asked me about the patient and from
this had list of what the patient needed' (staff nurse orthopaedics). A care manager
within the acute setting suggested that there was internal confusion within the
department as some care managers answered the phone either saying social work, unlike
others who stated care management or social services. A care manager in the acute and
elder care setting was of the opinion that nurses needed to be more aware of their role
but admitted that they had been slow in educating other professionals in tlits aspect. Mils
was illustrated by another care manager (acute) who reported that nurses did not
understand the difference between the role of themselves and home helps. Within the
elder care setting care managers believed that doctors did not understand their role
although one acknowledged that consultants did value their role in the team.
An occupational therapist (orthopaedics) was of the opinion that doctors and nurses did
not understand the role of the occupational therapist. The three occupational therapists
in orthopaedics and an occupational therapist in medicine were of the opinion that they
were perceived by other team members as providers of equipment and / or home visits.
Thus it is hardly surprising that a senior house officer (elder care) stated that the
difference between a physiotherapist and an occupational therapist was scientific
knowledge `.. I would not expect an OT to diagnose a torn rotator cuff muscle... but I
would expect OT to treat it'.
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Interprofessional relationships between care managers and occupational therapists were
reported to be problematic. A care manager in the acute setting and elder care resented
the fact that occupational therapists frequently reported to care managers what a patient
required. This was confirmed by a senior occupational therapist (elder care) who was of
the opinion:
'I think we have the skills to be OT care managers and we have the skills for
discharge planing. We are the ones who actually assess what level of care
someone needs at home and social workers only act .. they cannot move without
what we are saying ... I think we would actually cut out a lot of the middle man
stuff which actually does hold up things.'
One elder care consultant also queried whether it was possible to remove the care
manager from the discharge process `...Maybe we should cut out the middle man and get
rid of the care managers.' In addition occupational therapists within all three
specialities reported that care managers cannot begin the discharge care plan unless an
occupational therapy assessment had occurred. An occupational therapist (orthopaedics)
was of the opinion that the care managers assessment '...Is not taken seriously.'
Occupational therapists were resentful of the behaviour of other professionals:
' 	 I do feel that care managers think they can invite willy nilly who they want
on a home visit and I still maintain that a home visit is a major part of an OT
assessment and I will decide' (senior occupational therapist elder care).
Another occupational therapist in elder care reported:
`...I do resent having home visits interrupted or taken over by someone else... I
sometimes think that people feel that they could do the home visit as well
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because you will walk into the house and someone from the home rehab. team
or the care manager will walk them into the room and say Ok then can you
manage to get in and out ofyour chair and very much taking over and you are
unable to say to them excuse me this is my territory - well not my territory but
this is my role. Jam the one who is writing the home visit report at the end
of the day and they are my recommendations - unless you want to write the
report.'
It is ironic that although care managers and occupational therapists have gained
additional power this has not enhanced their status within the team. Those care
managers who were interviewed were acutely aware of their newly found power, This
view is echoed by a senior occupational therapist within orthopaedics who believed that
they were 'Given power when they (the doctors) do not want to take responsibility for
the discharge or any question of where they want the buck to stop.' The fear of legal
repercussions were important deterrents in the discharge process `...Because nobody
wants to be responsible for that if everything is documented. You know nobody wants to
be responsible for somebody like falling over and dying at home etc'(care manager
acute). A senior house officer in elder care admitted that if home visits were not
performed '..Doctors would be sued all the time.'
Discharge responsibility
It is ironic that consultants within all three areas were frequently asked for their
assistance and guidance to solve a stressful situation or a crisis. For example in an elder
care multidisciplinary team meeting a senior house officer expressed his concerns about
an elderly alcoholic patient and sought reassurance from the consultant:
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' 	 Jam really worried about this guy. Isn't he just gong to get drunk and lay
on the floor again.'
(senior house officer to consultant)
	 I can't stop him doing that... All we can do is to get his flat ready for him to
go home 	 That is all we can do.'
(consultant to senior house officer)
A senior occupational therapist (elder care) stressed that she had ultimate responsibility
for the decisions, which she made `...He (the consultant) may be making the ultimate
decision but may not have any ultimate responsibility for it.' There is considerable
confusion surrounding discharge role responsibility. It is remarkable that professionals
did not report that the team had the ultimate responsibility for the outcome of the
discharge. A senior occupational therapist (orthopaedics) believed that discharge
planning was unsuccessful since it usually resulted in being one person's sole
responsibility. In particular few nurses were aware of the legal implications of discharge
planning. A staff nurse in medicine reported that the only reason she knew that it was
her responsibility was through experience `... The reason I know it was my decision was
my manager at that time said it is your decision at the end of the day.' A staff nurse
(medicine) was of the opinion that it was her responsibility to ensure that a safe
discharge occurred `...If discharged to an unsafe environment then it is our
responsibility.' Only one care manager (acute), a senior physiotherapist and an
occupational therapist within orthopaedics reported that the named nurse is responsible
for the discharge. There were two nurses (orthopaedics) who believed that it was the
responsibility of the social worker once it had been allocated whilst a discharge nurse,
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senior house officer in elder care and a senior occupational therapist in medicine
believed that the consultant had overall responsibility.
Peace in the meetings - war on the wards
There was considerable evidence that within multidisciplinary meetings group members
avoided conflict within the domains of the team meeting whilst still attempting to
complete the task. Open dissatisfaction with the team process can be shown by
remaining absent from team meetings (care manager elder care). A care manager (elder
care) reported that she had become apathetic and uninvolved in the meeting `..I will lean
back, put my boot up like this and make it clear that I am very disinterested in the whole
process, and that is because I feel the way it is at the moment.' Cohesive groups are
regarded as an indication of successful teamwork `... Why have disagreements if you
work as a team?' (senior staff nurse elder care). The rate of socio-emotional interaction
was minimal although the data from the research indicated that humour is used to
diminish conflict or stressful situations. This technique was used frequently by one elder
care consultant but was also regarded as flippant by other members of the team.
Trust
Trust is an important component of team working. A care manager (acute) demonstrated
how relationships between the ward can be strained due to a lack of trust. This involved
the use of the discharge team by nurses to complain about care managers:
`... And one of the problems is that they seem to believe the first piece of
information that is given to them.... oh so and so has been here for ages and the
social worker hasn't done anything... Invariably the information is inaccurate
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and you have to go back and say no, no, no the information that you have
actually got is wrong' (care manager acute).
The lack of trust was evident in other aspects of the patients' care. An occupational
therapist (medicine) reported that she often performed a home visit as other
professionals did not trust her clinical judgement '..And they sort of need that
assessment and that report to have been done before they will believe you.' In a
multidisciplinary meeting (elder care) the junior doctors were reluctant to accept that the
patient had a difficult personality as they had not witnessed this behaviour. However the
consultant resolved this dilemma by inviting the patients care managers to speak about
the patient.
Could you explain his personality to Dr. KK who hasn't seen it and therefore has
problems believing it
(consultant to outside care manager)
I have known Mr. XX for 4 years and his personality has not changed. If he
doesn't get his own way he can be abusive with a strong racist undertone to it
(outside care manager to consultant)
That is probably why there were so many problems at NN with the racist thing
(consultant to outside care manager)
I haven't seen any of that
(senior house officer to consultant)
His behaviour was outrageous at NN. It takes a lot you know for a ward
manager to write me a four page letter
(consultant to senior house officer)
205
A staff nurse in orthopaedics reported that even if a task was delegated to another nurse
she would still want to ensure that the task had been completed. A care manager (acute)
expressed scepticism regarding the trustworthiness of information which is collated by
the nursing staff and the way it is interpreted. Similarly occupational therapists within
all three clinical areas reported that they repeated collating the social history as they
were unable to trust the accuracy of prior assessments.
A care manager (acute) highlighted an example were information failed to be validated:
'....A patient supposedly fell out of a an 11 storey window/balcony and survived
because she landed on a canopy that broke her fall ... Admitted with multiple
fractures in a bit of a state as you would be and the ward staffjust accepted this
story that she had gave - that this was an accident she had fallen out after she
was hanging out a pair ofjeans. She had come from Egypt and I could not
believe that they had just accepted what had been said to them. Because
statistically the chances of someone falling out of a window is mind blowingly
slim. And when I went up there you know it was a para-suicide attempt and it
was blatantly obvious but nobody had established that. They had scratched the
surface and they don't dig deeper some times and I guess that they are really
busy and they just don't have the time. But i[it wasn't nurses who else would it
be collating that information but Jam not sure that they have the skills or the
time or whatever it is to do it effectively.
A staff nurse (orthopaedics) reported how the physiotherapists' interpretation of 'being
able to mobilise' differed from her own perception:
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'I remember there was one lady who the physio said she can walk and I said the
woman cannot walk - they were literally you know sending the woman up two
steps saying that she could walk. And they weren't like trying to get her in and
out of bed we had to use a hoist this woman could not stand up. It was like two
of them with a frame and you know they were putting a lot of effort into it
and they were saying of course she can walk and we were saying she can't
and she couldn't and sometimes they can be a bit unrealistic.'
Thus information which is collated from the patient by professionals needs to be
investigated to establish its trustworthiness since the failure to triangulate information
results in delayed identification of problems and discharge planning. A care manager
(acute) and a elder care consultant compared the work of discharge planning to being
similar to that of a detective. The collection of the social history is further hindered by
the absence of documentation from the community which often fails to arrive with the
patient. It also influences the interprofessional referral process since care managers
complained about the accuracy of the information.
Did you speak to any of the relatives Giles?'
(consultant to house officer)
`No'
(house officer to consultant)
Remember we said we had to find out again what they think. Because we
are sitting here like gormless twits holding onto him'
(consultant to house officer)
'There is no immediate family'
(senior house officer to consultant)
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'But it was the daughter who spoke to John'
(consultant to senior house officer)
'We have you got down as the next of kin?'
(consultant to staff nurse)
'We have got here a cousin and a ftiend'
(staff nurse to consultant)
Well how bizarre.
(consultant to senior house officer)
'There is no daughter'
(senior house officer to consultant)
'But didn't hh write in the notes about a daughter'
(consultant to senior house officer)
It may have been a niece. I spoke to the neighbour and there has not been a
real problem at home he has been managing quite well.'
(senior house officer to consultant
Trust, status and conformity
Nurses, occupational therapists, physiotherapists, care managers and speech therapists
regarded themselves as being equal players within the hierarchy. However a senior
house officer (elder care) reported that in any team hierarchy will exist. The status of the
individual within the team can influence the way in which information is received. This
may explain the rationale within orthopaedics for the most senior nurse on the ward
attending the ward rather than the named nurse. This was resented by a staff nurse in
orthopaedics who complained that when the named nurse was not present on the round
there was a limited amount of feedback. Similarly a staff nurse in medicine reported that
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`..You always notice that when you are on duty they never want to talk to you it is
sister.'
The lack of trust between members of a team within orthopaedics and acute medicine is
a factor which inhibits professionals from expressing their opinions without fear of
reprisal `.... There is no trust between all the disciplines.., so you go on the defence
because you do not know what people are going to say' (staff nurse medicine). In
orthopaedics and acute medicine professionals deliberately avoided revealing all the
information about a patient. A staff nurse (medicine) reported that on the ward rounds it
was 'disheartening' to report that a patient could not be discharged whilst a staff nurse
(orthopaedics) reported that it was often difficult to state your opinions if they were
different from other team members `... It is horrible when that happens because you
don't like to say I think they are safe to go home when everybody else is disagreeing
sort of thing.' This was echoed by an occupational therapist (medicine) who
commented that there was a reluctance to volunteer information surrounding social
issues while a staff nurse (orthopaedics)) stated:
'..Sometimes you are made to feel humiliated in putting across the fact that the
patient has got medical problems rather than orthopaedic problems... But then
some consultants do make you justify and there and then make you feel small
and or say well basically this is a trauma ward there is nothing wrong with this
patient we need this bed the patient has to go'
It is remarkable that a discharge coordinator (renal) reported that she would feel
humiliated reporting that a patient could not go home because they required a raised
toilet seat because they 'Just won't stand for it. ' However within orthopaedics and elder
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care occupational therapists frequently reported that patient's discharges were delayed
while they were awaiting equipment. Moreover she was of the opinion that if she were
to give information to the doctors then they would trust what she was saying whereas:
'Doctors don't take much notice of what an OT says unfortunately 	  I think
they value and take on board what I say .... an OT were to confront one of our
consultants I don't think I would hold out much hope for them.'
Scapegoat
The group cohesiveness can be enhanced by the group identifying the 'common enemy'
and being in a common predicament `...lf there is a disagreement then it very easy to be
scapegoat and I have experienced that' (care manager elder care). There is considerable
pressure on team members to appear to be working with the team rather than hindecing
the progress of the discharge process `.. They (doctors) can make you feel pretty stupid
... and you are not helping them (staff nurse orthopaedics). A staff nurse (orthopaedics)
regarded care managers who advocated unreasonable demands on the behalf of patients
as unhelpful:
'	 They (care managers) put problems into the patient's head so you think can
you cope on the way home without a lunch she was going like this - Fifteen
minutes down the road. One particular care manager was trying to get packed
lunches for the patients on the way home and they live about twenty minutes
away.'
During the orthopaedic ward round team members refused to challenge the opinion of
the consultant even when they knew it was incorrect:
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.... You don't necessarily have to say to them hang on because you know it is
going to be your assessment
	
 It is just sometimes the consultant will
actually jump in with what is happening and then what actually happens behind
the scenes is not necessarily what he is saying.
Occupational therapists and care managers within the acute setting regarded themselves
as being unpopular members of the team. They were of the opinion that they were
always perceived as delaying the discharge `...Get blamed, scapegoated when
discharges are delayed' (care manager acute). A claim apparently supported by doctors
who commented that either occupational therapists or care managers 'Put the spanner
in the works.' This was also recognised by a senior physiotherapist (orthopaedics) who
explained that:
...At the moment it is very difficult on the ward because we do have a staffing
problem with OTs
	 But they are the bad guys at the moment.... And normally
the bad guys are sort of like social services and anything external. Equipment
being fitted and things like that...'
In orthopaedics it was observed that both senior and junior nurses were willing to
challenge occupational therapists in meetings which was confirmed by a senior
occupational therapist (orthopaedics) feel that the OTs are picked on basically...
when are you doing a home visit? Why aren't you doing a home visit?' However
another senior occupational therapist (elder care) admitted using a similar technique
with junior doctors 'You have got and try to be assertive with them which you can do as
they are more junior then us in terms of their training. I think with SHOs and registrars
it is a little different'
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In team meetings there is considerable evidence that professionals may not express an
alternative opinion for fear of being scapegoated by other members `.... You go in with
your armour on and you are waiting who is the first person who is going to say
something and who is the one I don't know messes it up' (staff nurse medicine). A staff
nurse in medicine expressed a similar perception '..You are afraid to say anything
because you don't want them to be mad. This role contradicts the nurse's role as the
patient's advocate since the nurse may be actively harming the patient by withholding
information and not expressing her opinion. Thus decision making usually occurs
outside of team meetings environment. '....Decisions are not made in MDT but outside
of the meeting on the phone to OT' (care manager elder care). This involves collating
team members' opinions and comparing them to one's own assessment '....Arm yourself
and ring round different professionals for their opinion' (care manager acute).
A care manager reported that when they arrived on the ward professionals would
actually `.... Groan because you uncover problems, which cause them aggro'. The fear
of other professionals discovering problems may lead to the thwarting of information. A
care manager was of the opinion that the volume of referrals had decreased and
suggested the reason for this as `.. Fear that we will delay the discharge. ' As a result of
this negative perception a care manager within the acute setting believes that care
managers were reluctant to discover additional problems which reflected the decrease in
the number of referrals `...Only scratch the surface for a quiet life 
	
 Do not refer
because we delay discharges.'
Conflict management
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Discharge decision making can result in some members of the team feeling distraught
and that their reputations are damaged despite their attempts to find a solution that will
leave all parties content. The evidence from the research strongly suggests that
professionals will confront those of an equal or a lesser status. A speech therapist
admitted that she would tackle the house officer '...Rarely the registrar and certainly
not the consultant..., and never face to face. A senior occupational therapist within elder
care stated she would try face to face communication with The house officer, then the
registrar and then the consultant.
A care manager in elder care reported that she did not feel confident managing conflict
within the team environment:
' ....We do not feel safe to deal with conflict. I mean there has been some
experience of conflict recently which has certainly left me feeling very bruised,
angry and upset because there are issues which say it would have been a
different team... We have each taken positions at opposite sides of the table
and that is that. It should not be like that...'
A care manager (acute) recalls a painful conflict situation with a consultant:
'... And I was on the ward one day and there was a problem over a particular
patient and I was saying that this particular patient could not go home just
yet... He asked me if he could have a word with me about this particular patient
and I said fine. And we moved into a room and there was only one seat and he
asked me to sit down. And like an idiot I didn't think I sat down and then I had
all these doctors and these medical students towering over me and they then
proceeded to try and say why wasn't this person going home in a very kind of
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aggressive way; and the junior doctors and the house officers obviously felt that
they had to show what they were made of and they proceeded also to have a bit
of a go and so in the end I would have Dr. YY saying something at the same
time as the house officer was saying something and it was just a nightmare.
And in the end I just said No, I was not putting up with this kind of behaviour, if
you want to talk to me fine, but talk. But I can only answer one question at a time
and Jam not going to be bullied in this way in front of your medical students and
it was just about showing who was boss or who they thought was boss. It was
pathetic! And that kind of humiliating experience for somebody else they would
have thought it was humiliating I was just angry about it.'
Hence within the trust a popular technique employed by professionals to manage
conflict is to use a broker. This can either be a person and or documentation as this
allows professionals to avoid direct face to face communication. Its success will depend
on how the case is presented by the broker to the power holder. Within the trust the
discharge team have adopted the role as the broker and was formed to act as a mediator
between health and social services (discharge liaison office). A staff nurse within
orthopaedics reported that the team gave their opinion credibility as they do not have
the power behind them to get things moving. There was mixed reactions regarding the
role of the discharge team. There were those who valued the neutral role of the
discharge team and their ability to sort out problems. Moreover there was considerable
mystique surrounding the discharge team, particularly in relation to their role.
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Furthermore when open conflict occurred within the multidisciplinary team it was
regarding the medical management of the patient. The consultant prevented a head to
head battle with an outside care manager by eventually agreeing to her demands after
she was able to clearly rationalise her opinion. In this confrontation the consultant used
humour to lessen the tension:
' I have seen each week she is very depressed she is very anxious she talks
about wanting to die... I was also wondering because she is very depressed she
is very anxious whether there is some underlying mental health problem that
could be treatable she may of course have dementia but what kind of dementia
has she got?'
(outside mental health care manager to consultant)
'Does it matter?'
(consultant to outside mental health care manager)
'Yes it does when you come to working to people and what worries me is
because she is so depressed - she wants to die and she is paranoid. She needs
constant reassurance she is very disorientated. Dr. XX said that she would be
willing to see her again once she got her hearing aid fixed.'
(outside mental health care manager to consultant)
'Well we can get the psychiatrists to see her.'
(consultant to outside mental health care manager)
' So Ill leave it up to you then.'
(mental health care manager to consultant)
The second encounter is with the same consultant and is particularly bruising with the
senior house officer and house officer clearly defending their actions.
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'Is there anything which we could give her for her distress'
(occupational therapist to consultant)
'You see she is never distressed when we go round to see her'
(senior house officer to consultant)
'She is often distressed because her hearing aid is either switched off and them
she gets panicky and gets upset. I mean I have walked up to her in the
morning and switched it on and she will say Oh thank you doctor.'
(house officer to occupational therapist)
'I think now it is either switched on low or switched off I don't know but anyway
she is much better once the hearing aid is switched on. Which you can
understand really!'
(senior house officer to occupational therapist)
'Yes I can but it doesn't always seem to be the hearing aid'
(occupational therapist to consultant)
'No, she has mentioned to me how the - She says the older nurses don't treat
her well, the younger ones do'
(house officer to consultant)
These situations demonstrate a situation where all the professional concerns are taken
into account which are then discussed and results in a decision which leaves all parties
satisfied.
Interpretation of the findings
There was considerable cynicism surrounding multidisciplinary work, however all the
professionals interviewed were able to define this concept. This contradicts research by
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While and Barriball (1999) who claimed that 28% of nurses were not familiar with the
term multidisciplinary, and or able to give a clear description of this concept, whilst a
third of the sample identified no problems with the team concept. There is evidence that
suggests that multidisciplinay teams no longer serve as a tool for rich interaction but are
used as a mechanism to coordinate assessments. This trend of using them simply to state
where patients are to be placed creates rather than resolves problems. The adjectives
used to describe team work such as chaotic and shambolic may be a reflection of the
lack of real commitment to this concept. Interprofessional team working requires
commitment, competence, communication and collaboration which had not appeared to
be a common characteristic within the study area.
There is considerable evidence that the composition of the team effects the outcome of
interprofessional working and the discharge process. Furthermore it is the expertise of
team members which determined the outcome of the discharge process. Benner (1984)
clearly distinguishes the expert nurse from that of the novice and clearly distinguished
between their different skill base. It is suggested that teams could be used as tool for
junior professionals to discuss the most appropriate management of the patient which in
many cases could have been the wrong course of action. Furthermore these skills are
usually obtained only when qualified and there was little evidence of formal
postgraduate education being used as a tool to facilitate interprofessional working. Bines
and Watson (1992) are of the opinion that the professional bodies have yet to be
convinced that joint training will enhance rather than dilute professional practice.
The data from the research has highlighted that the therapists, care managers and nurses
are reluctance to voice their opinions in the multidisciplinary team and thus conformity
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dominates its culture. In phase one high status professions gave their opinion and
information more frequently than low status professions but a significant difference was
not found regarding the asking of information. The hypothesis in phase three was
confirmed since there was a significant difference between the rate of participation
between high status professionals and nurses and between high status professionals and
therapists. Furthermore professionals of higher status within an orthopaedic team asked
for orientation and gave their opinion more frequently than professionals of a lower
status.
Decision makers must consider all the available information as a non-decision occurs if
conflict is absent and or a decision maker suppresses opinions that contradict those of
the decision maker (Bachrach and Baratz 1962). Thus to make a decision it is essential
that decision makers both give and receive information. Decisions are commonly
associated with values and it is possible to reach a decision that leaves one of the
participants feeling that their professional opinion is not valued. Health and social care
professionals are unable or often unwilling to rationalise how a decision has been
formulated and therefore feel that their professional judgement and autonomy are being
undermined. In particular occupational therapy home visits often form the basis for the
discharge plan however there was reluctance to rationalise decision making. However
the few patients that were interviewed did not regard home visits as being productive.
Similar findings have been reported by Clark et al (1996) who state that professionals
must place the patients' priorities at the centre of the home visit process.
This study suggests that decision making does not occur within team meetings, as team
members choose not to participate or to challenge decisions by arriving ill-equipped
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with information and / or by remaining silent. This will be referred to as the
'multidisciplinary orchestration game.' In this game professionals will not volunteer
information unless specifically asked. The data supports the findings of Mallik (1992)
and Busby and Gilchrist (1992) who found that nurses on medical ward rounds
answered doctors questions only, as opposed to giving unsolicited information.
Furthermore identical behaviour has been displayed by occupational therapists who do
not speak spontaneously when participating in a psychiatric ward round (Fewtrell and
Toms 1985). The 'multidisciplinary orchestration game' is different from the doctor-
nurse game (Stein 1967) since professionals are choosing not to participate. This will
eventually lead to delayed decision making and conflict since professionals are choosing
not to actively participate. Although whilst the high status professions may decide the
discharge date the multidisciplinary team control the timing of the discharge.
It is suggested that if accurate and credible information is collected on admission and
shared with other members of the team then many potential discharge problems would
be alleviated. The research data supports the findings of McBride (1995) and the Audit
Commission (1995a) that this rarely occurs in practice. A survey by Bennett et al (1995)
of older people in nursing homes found that many had been wrongly assessed. Williams
and Fitton (1988) concluded that 58% of unplanned re-admissions could have been
prevented if more effective action had been taken in the preparation and timing of the
discharge.
Throughout the discharge process it is imperative that the social diagnosis runs parallel
with the medical diagnosis. This ensures a holistic approach to discharge planning,
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ensures that the appropriate referrals are made, and enables discharge plans to be
formulated. In this study there was evidence which suggests that the social aspects of the
discharge process were often ignored or neglected. This support the findings of Black et
al (1989), Audit Commission (1992a), Oktay et al (1992), King and MacMillan (1994)
and The NHS Executive (1994). This is also reflected in multidisciplinary meetings
where health care professionals are reluctant to discuss social issues. Fewtrell and Toms
(1985) established that occupational therapists who participated in psychiatric ward
rounds spoke about medical issues rather than social or functional problems. Similarly
Rintala (1986) found that on a multidisciplinary ward in a rehabilitation setting the
physical content of interactions was overemphasised (65%) whilst the psychosocial area
was underemphasised (14%).
The data from the research has demonstrated that assessments are rarely coordinated
evaluated, or that joint goals are set. There was some evidence of dual planning which
appeared to be an excuse to remove patients from an acute bed whilst social
arrangements were being made. Furthermore it was often difficult to retrieve
information from other agencies since different records were held by different health
care providers. It is suggested that to encourage interprofessional working all
documentation has to be integrated which is a necessity for collaboration. The quality of
medical records has been widely criticised (Kay et al 1991). Particular areas of concern
have been reported regarding the documentation of progress (Black et al 1989, Audit
Commission 1992b, Oktay et al 1992, King and MacMillan 1994, NHS Executive
1994).
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The data has demonstrated that the culture and organisation of a hospital can have a
significant effect on interprofessional behaviour and the delivery of care. There is not
real commitment to the patient focused concept with professionals insisting that their
needs and those of the organisation take precedent over the needs of the patient.
Communication is an important aspect of interprofessional practice as it allows opinions
and information to be coordinated. However the maintenance and development of
interprofessional relationships are further complicated by the location of professionals,
and hospital rotations which encourage segregation rather than integration. In the
medical notes multidisciplinary assessments were rarely documented and thus were
rarely coordinated. Furthermore there was an absence of interprofessional goal setting.
Communication was hindered by professionals insisting on maintaining their own notes
which leads to duplication and hindered coordination and continuity. Good
communicators were regarded as professionals who did not need to be chased or
badgered.
Time was reported to be the biggest barrier which effected interprofessional
collaboration since there were many other priority tasks. Communication was regarded
as a time consuming activity and one which was not regarded as a priority task. Gilmore
et al (1974) found that lack of time and opportunity to meet led to misunderstandings
between team members. Nurses highlighted the unpredictability of the working day and
in particular cited the nursing handover as a major cause of mis-communication.
It is suggested that professionals felt under pressure to conform to the wishes of the
team and not to be seen as obstructing the discharge process. Rachmen (1993) found
that the one of the main problems for social workers in discharge planning was the issue
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of interdisciplinary conflict and collaboration. This is highlighted by the reluctance to
assert themselves, to manage conflict within the team and by withholding 'unpopular'
information particularly in relation to social aspects. This study supports the Central
Council for the Education of Training of Social Workers (1989) which has recognised
the positive aspect of conflict in the multidisciplinary team. The pressure towards
conformity encourages the concept which Janis (1972) refers to as the 'group think.'
This concept involves team members developing an illusion of invulnerability and
unfavourable stereotypes. Occupational therapists and care managers expressed
considerable reluctance to voice an opinion for fear of being scapegoated. Similarly
Festinger and Thibaut (1951) found that those people who do not conform to the
opinions and norms of the group were likely to be less popular then other members.
Furthermore the style of the consultant, the pressures of the organisation, and decision
which are made in isolation are all factors which cause the 'group think.' These factors
are all present in the modern day health service. The study suggests that professionals
are often bullied into making consensus decisions. The suppression of different opinions
and ideas can lead to non-decision making potentially placing the patient at risk which
in turn may have legal implications.
If conflict within the team is not resolved or confronted then it is more likely that
individuals will become apathetic and uninvolved in the meeting, and in doing so allows
the leader to dominate the group decision but later resist or sabotage that decision. The
leaders of multidisciplinary teams must aim to provide a safe environment and
emphasise the individual responsibility which each member has both to give and receive
information. Furthermore all professional must be encouraged to express their opinions
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to enable all information to be considered before a decision is made by the team. Team
members must possess the necessary skills to value the opinions of others and adopt
conflict negotiation directly with the individual as opposed to using a broker. The team
should not view opinions that conflict is right or wrong but discuss the problems and
ultimately find a solution that will keep all parties satisfied. The different value bases of
multidisciplinary members should be regarded as its strength rather than its weakness as
this effects how professionals determine which facts are significant. Although this may
lead to considerable confusion and misunderstanding it is important as the different
opinions and perceptions ensure that the patients receive an holistic assessment; and
may add creativity and inspiration to the management of the adent.
There is evidence which suggests that professionals are concerned with raising their
own profile and status within the team which accounts for why interprofessional
relations within the discharge arena were extremely strained. Thus the data from the
research supports the findings of Parkin (1979) who concluded that the aim of a
profession is to have a scientific and technical base which does not overlap with the
base of another. In particular care managers were criticised for ill-defining their roles
and their lack of accountability. Similarly Rachmen (1993) found that hospital social
workers thought other professionals were uncertain as to the nature of the social work
tasks. There are many players who perceive their role as discharge planners which may
account for the increase in competition for this role between occupational therapists,
nurses, care managers and discharge coordinators. The question which remains
unanswered is about the efficacy of using highly trained professionals as discharge
facilitators (Clark et al 1996). However the fact that no 'clear' winner has emerged
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simply increases role conflict and strain. Furnham et al (1981) found that professionals
who were competing over a field of specialisation would evaluate and perceive each
other negatively. Hence the considerable reluctance to share skills and roles leading to
professionals undertaking self-promotion or protectionism against the other professional
groups.
There is little evidence that the social work relationship with the other health care
professions has improved. Rachman (1995) found that few social workers welcomed the
change of title from social worker to care manager, and the negativism surrounding the
social work profession has a clear effect on morale. The data highlighted that there were
considerable negative perceptions of their role within the health seTvice, whilst the
literature repeatedly calls for improved interprofessional relationships with
physiotherapy (Metcalfe 1998). It is suggested that a much more explosive situation is
the interprofessional relationships between occupational therapy, care management and
nursing. Unless this is resolved the discharge process will remain problematic.
There is evidence which suggests that patients are often not fully involved in discharge
decision making and their consent is rarely recorded. Furthermore professionals are
reluctant to inform patients that they will be transferred to elder care due to the potential
reaction and hence the reluctance to conform. The failure to take patients' opinions into
consideration has a significant effect on the outcome of the discharge. Furthermore
Jones et al (1989), Tierney et al (1994), McBride (1995) and Lough (1996) found that
the information which patients receive on discharge is often inadequate.
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Summary of Findings
There is considerable evidence that multidisciplinary teams are not compatible with the
acute environment unless there is a real commitment to interprofessional teamwork. The
success of multidisiciplinary team work is dependent on the quality of the interaction
which occurs and the format of the meeting should meet the needs of each speciality.
Organisations must integrate members of the team in order to facilitate interprofessional
working. Furthermore there is evidence which suggests that the changing priorities of
the health and social services has had a direct impact on multidisciplinary working.
Trusts must work in partnership with higher education establishments to ensure that
professionals acquire both discharge and team skills. The absence of accurate and timely
information and multidisciplinary assessments can lead to delayed decision making,
poor coordination of care, late identification of problems and delays in the length of the
hospital stay. Furthermore professionals have a professional responsibility to
communicate honestly the findings of their assessments and not to participate in the
'multidisciplinary orchestration game.' It is suggested that teams which consist of
professionals who are reluctant to voice an opinion, has a leader who does not facilitate
discussion, consists of junior professionals who have limited expertise and confidence,
and whose decision making occurs in isolation will be victims of the group think. Thus
professionals must debate and discuss issues in order to make a interprofessional
decision. Interprofessional communication was hindered by the absence of integrated
documentation and the failure to evaluate and record progress. The absence of
interprofessional patient focused goals can be a cause of interprofessional conflict. It is
essential that roles and responsibilities are widely understood and that professionals
acknowledge that certain skills can be performed by other members of the team.
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It is suggested that these findings should be used to formulate a new model of practice.
This in turn will enable one to determine whether interprofessional team work is a
concept which can be implemented successfully or whether other alternatives need to be
considered.
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'CHAPTER SIX
INTERPROFESSIONAL DISCHARGE MODEL
Establishing and developing consensus
Implementing the findings of this research study into clinical practice will enable other
researchers and practitioners to ascertain whether integrating practice improves
teamwork and the effectiveness of the discharge process. It was important to ascertain
whether a new interprofessional discharge model could be formulated and implemented
in elder care, orthopaedics and acute medicine. It soon became apparent that it would be
unrealistic for a lone researcher to implement change successfully within the three
different clinical specialities. It would have been difficult to retain the interest of a large
number of diverse people, build and develop a trusting relationship and gain consensus
from three very different specialities. In addition a study by Russell et al (1992) showed
that clinicians changed practice only in those disease areas in which they were involved
in producing the guidelines, and not in those areas where they received their colleagues'
guidelines. This reflected the researchers newly acquired skills of realism. The chosen
speciality was orthopaedics since the team had expressed a great deal of interest in the
research design and were motivated to implement changes in practice. After further
consultation and in view of time and resource constraints a decision was made to
implement a new model in one type of diagnostic group; those with fractured neck of
femurs.
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Hip fractures in the elderly
Hip fractures have been recognised as a significant health problem because of the
projected increase in incidence. In 1989 it was estimated that the growth in population
would produce 60, 000 cases each year by 2016 (Royal College of Physicians 1989b).
Hip fractures are particularly common in elderly people with 80% of them occurring in
women (Rubin 1995). Thus considerably more resources will be needed to manage this
rate oof growth which creates serious social and economic problems (Coulson 1993).
Hip fractures are associated with significant long term disability and mortality. A study
by Pearse and Wolf (1992) found that 53% of respondents reported prolonged length of
stays. The estimated length of stay in hospital was two months or more in 30% and three
months or more in 22%. A study by Rubin (1995) found that 50% of patients have some
impairment of function a year after their fracture, whilst 30% of elderly women will die
within one year (Kennie et al 1988). Factors which influence outcome are mental status,
coexistent non-surgical illness, changes relating to previous immobility, and the social
circumstances of the patient (Currie 1990, Lieberman et al 1996). The management of
the patient is dependent on the team approach and the operation is only one part of the
rehabilitation process. Potential problems concerning the management of elderly people
with hip fractures have been outlined by the Audit Commission (1995a). It
recommended that organisations pay attention to pre-operative care within Accident and
Emergency departments, review documentation to ensure that it includes prompts for
assessments in each area, jointly develop the necessary procedure, protocols,
communication and liaison mechanisms to ensure that care is systematically planned
and coordinated, work together to develop a formal multidisciplinary team approach,
with clear lines of communication and joint goals for patients. Thus in view of the
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increasing number of elderly people with hip fractures and resources which are
overburdened it is essential to ensure that the team approach increases efficiency in the
use of resources and more importantly the quality of life for patients.
The Delphi technique
A study was designed to meet the following questions :
(1) What are the most important changes based on the research data which
could be implemented to improve practice?
(2) Of the activities described what are the feasibility and desirability of them
being implemented ?
The data from the research was challenging, and it was felt that communication
exchanges on a face to face level between multidisciplinary professionals and managers
would have been both destructive and unpalatable. Many of the professionals and
managers had strong personalities and may have been unwilling to abandon a particular
opinion or stance for fear of appearing foolish or losing status. Furthermore the
hierarchical structure of the health professionals may inhibit junior professionals from
challenging the opinions of higher status practitioners. The Delphi is a technique which
counteracts many of these problems. It is the method of choice in the following
situations:
(1) When the problem under study benefits from subjective statements made
on a collective basis
(2) When more individuals are needed that can effectively interact in a face
to face exchange
(3) When disagreements are so severe or politically unpalatable that the
communication must be referred and or anonymity preserved
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(4)	 When one is anxious to avoid domination of a group by quality or
strength of personality on an issue (Linstone and Turoff 1975)
The Delphi technique was developed in the USA in the 1950s by the Rand Corporation
and was used to determine the likely targets and impact of a Russian bombing campaign
(Reid 1988). Linstone and Turoff (1975:3) define the Delphi as a `...Method for
structuring a group communication process so that the process is effective in allowing a
group of individuals, as a whole to deal with a complex problem.' It obtained its name
from the Greek God Apollo Phthias who, as master of the Delphi, was renowned for his
ability to predict the future. It is a survey method of research which aims to structure
group opinion and discussions and would enable the researcher to formulate a
interprofessional model which represents the group's wants and views. It is increasingiy
being used when there is a lack of evidence about the effectiveness and appropriateness
of health care interventions and has been widely employed in health research,
technology assessments, education and training (Miles Tapping et al 1990, Beer et al
1991, Elder and Andrews 1992, Crotty 1993, Jenkins and Smith 1994, Dawson and
Barker 1995, Maxwell 1995, Green 1996, Bowling 1997). It is a multi-stage process
where each stage builds on the results of the previous one and the process continues
until a high degrees of consensus is reached (Jenkins and Smith 1994). The Delphi
technique has key concepts and assumptions which are featured by most users of the
Delphi technique and which distinguish it from other research techniques. These are
anonymity, iteration with controlled feedback, statistical group response, and the use of
experts. However Sackman (1975) examined over 150 studies where the Delphi
technique had been used and found that many variants had emerged from the procedures
associated with its Rand origins.
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Anonymity
It allows participants to change and express their views without embarrassment, loss of
status or confidence and removes the danger of interview bias and respondent bias
(Jenkins and Smith 1994, Proctor and Hunt 1994, Williams and Webb 1994, Walker
and Selfe 1996). Although Sackman (1975) argues that the Delphi system is a variant
against independent judgement because the experts know how others have responded to
each item, and that anonymity may encourage snap judgements with the participant
secure in the knowledge that he or she will not be answerable to other experts for their
judgements.
Iteration with controlled feedback
This allows the participants to determine the level of agreement with them. Although
this approach does not allow the researcher to ascertain why participants have chosen
certain response categories and, in view of this, it could be argued that it lacks the
stimulation provided by face to face communication (Strauss and Ziegler 1975). Beretta
(1996) argued that the Delphi technique may not meet the criteria of replicability as the
results will be affected by the individual panel members and the variation in panel
behaviour. Uhl (1975) suggests that the consensus did not appear to be lasting as her
study found that the results of the repeat questionnaire were similar to the first round of
the Delphi.
Statistical group response 
Statistical group response determined the extent of the consensus between the
participants. Goodman (1987) suggests that the mean or median should not be used
between rounds to illustrate consensus has been reached as this information could be
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viewed as misleading. Therefore Scheibe et al (1975) suggest that that the stability of
the group response on an item over successive rounds should be taken into account
rather then apparent consensus which enables areas of disagreement as well as
agreement to be identified.
Experts
A panel of experts were invited to complete the questionnaires. Goodman (1987) reports
that the panel of 'experts' increases the content validity of the Delphi as a tool for data
collection although Sackman (1974) is highly critical of the Delphi's concept of the
expert, suggesting its claims to represent valid expert opinion is scientifically untenable
and overstated. Furthermore the Delphi technique of selecting experts will result in
significantly better and substantially different opinions from that of non-experts,
therefore researchers have a responsibility to prove and justify the selection procedures
used. The question of how an expert is distinguishable from that of a non-expert is
largely unresolved (Goodman 1987).
In the literature there is little consensus regarding the number of panel members, with
the number of participants in some studies ranging from 12 to 1, 600 (Reid 1988,
Williams and Webb 1994, Jones and Hunter 1996). Reid (1988) suggests that a panel
size of twenty or less was more successful in retaining members which is of particular
importance since the dropout rate will influence the response bias. However Delbeq and
Van de Ven (1971) suggest that there must be a higher number of participants to prevent
the response rate from falling below an acceptable level. Duffield (1993) has attempted
to clarify this issue by suggesting that the panel size is a subject for individual discretion
as it will depend on the topic under investigation, the resources available, the time
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available and the number of experts which are able and more importantly willing to
participate. Four stages in the Delphi study can be identified:
Stage one : Choose participants 
It was the responsibility of the researcher to determine the most appropriate experts and
the number of participants that should be used. The criteria for selection were that the
experts must have knowledge and expertise in orthopaedics, discharge planning and the
multidisciplinary process, and were keen to participate in the research study. The
members of the Delphi panel were not interviewed during the course of the research in
order to eliminate bias in the selection of participants. The invitation letter outlined the
aims of the study and the backgrounds of the Delphi panel participants. The panel
consisted of ten experts (three from nursing, two from occupational therapy, two from
social services, one discharge manager, two orthopaedic consultants). The acute nature
of the organisation influenced the choice of panel members since one care manager team
leader and 'expert' care manager had left the trust, whilst a physiotherapy manager had
been seconded to another team. Unfortunately the acting physiotherapy manager
expressed no interest in becoming a member of the expert panel.
Stage two : Formulate the first round Delphi questionnaire.
The questions and statements for discussions were formulated from the research data.
When developing the Delphi questionnaire it was important to ensure that questions
were not regarded as threatening or embarrassing. Thus rigour was maintained by the
researcher's supervisor acting as the questionnaire design consultant and the
questionnaire was piloted on two nurses. Although it was acknowledged that different
professionals may be threatened or embarrassed by different things which has been
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demonstrated throughout the research study, and as a result changes were made to the
order and wording of the questions. Particular attention was paid to the scales used on
the Delphi questionnaires which have been criticised for not allowing the experts to
express the degree of their likes or dislikes of an item at the expense of other features.
Mullen (1983) has argued that a system is required where by experts are directed to
allocate a finite number of points to the items generated, and in view of this an
importance scale as well as a feasibility and desirability scale was added to the
questionnaire (refer to appendix four)
Stage three : Formulate the second round Delphi.
The Delphi communication process occurred in 'rounds' which allowed the participants
to reconsider and where appropriate change their previous decisions. The researcher
analysed the responses for the first round questionnaire and calculated the. exteat c.f
agreement. An identical questionnaire accompanied by the initial responses was then re-
circulated to the experts. The participants were asked to re-rank their agreement with
each statement in the questionnaire, with the opportunity to alter their responses in view
of the group responses.
Stage four : Third round Delphi
The results from the second round Delphi questionnaire were summarised and assessed
for the degree of agreement. The second round questionnaires rarely differed from the
first round questionnaires with eight of the participants refusing to make any change.
This demonstrated that consensus had been reached. Walker and Selfe (1996) suggest
that two or three rounds are sufficient if clarification of an issue is not required while
Sumsion (1998) comments that a 70% response rate is required for each round in order
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to maintain the rigour of this technique. The response rate for this study number 100%
of the first round questionnaire and 95% for the second round therefore minimising the
response bias. The participants expressed a great deal of reluctance to change their
opinions thus demonstrating that consensus had been reached.
Results
It is acknowledged by the researcher that the Delphi study could be criticised for
ignoring patient and carers opinions particularly regarding the issue surrounding patient
transfers between wards. Linstone and Turoff (1975), Willliams and Webb (1994) and
Proctor and Hunt (1994) report that the Delphi technique is an economical method of
collecting a group's opinion since it avoids the necessity of organising frequent
meetings with all the experts. However it was a time consuming process as considerable
delays occurred waiting for the questionnaires to be returned, and following up those
which were outstanding which increased the risk of bias. This has been acknowledged
by other researchers as an issue to be considered (Srauss and Ziegler 1975, Hitch and
Murgatroyd 1983, Reid 1988, Duffield 1993).
The results were able to establish the Delphi experts opinions regarding the feasibility,
desirability and importance of the research data. It is important to note that whilst
professionals regarded many aspects as important and desirable that they were rather
cynical as to whether it would be feasible to implement many of the proposed changes
into clinical practice.
The following were regarded as very important, highly desirable and probably feasible
that:
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(1) Care managers should acknowledge the receipt of the referral and
indicate when the patient will be assessed.
(2) One member of the team should be responsible for documenting the
social history and functional ability of the patient within two days of
admission.
(3) If indicated from the social history a professional should undertake an
environmental visit within five days of admission.
(4) Patients should not be transferred more than three times (excluding
transfers to elder care or other placements).
The following were regarded as very important, highly desirable which may or may Dot
be feasible that :
(1) Ward rounds should be goal orientated
(2) Weekends should be regarded as a normal working day for
care managers, occupational therapists and physiotherapists.
It was regarded as important, highly desirable which may or may not be feasible that:
(1)	 Patients should be assessed by a care manager regardless of whether they
are on the list elder care placement.
It was regarded as desirable, important but probably not feasible that :
( 1 )
	
Team members should meet once a day at the same time to discuss
referrals and discharge problems.
It was regarded as probably feasible, desirable and important that:
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(1)	 Network meetings should be managed by care managers.
It was regarded as only moderately important, moderately feasible and desirable that:
(1)	 Occupational therapists should become ward based and should attend a
designated consultant ward round.
The following were regarded as highly desirable, very important and definitely feasible
that:
(1) Patient and or relatives should be given an information sheet and consent
form regarding discharge to elder care.
(2) The referrals to elder care should be made when the team feel it is
appropriate and should not be time bound.
(3) A structured format of communicating and documenting the social
history should be introduced at the nursing handover.
(4) Interdisciplinary notes could be developed to improve documentation
The Delphi technique is a technique which enabled the researcher to formulate an
interprofessional model which represents the group's opinions. However the most
challenging part of the research design was to determine how the model should be
implemented.
Value for money
Health care professionals and managers must create partnerships which cultivate
communication and trust to accomplish best practice. Quality is an essential component
of best practice and is clearly relevant to health service research. Ovretveit (1992)
suggests that heath service quality has three dimensions:
237
(1) Client Quality : What clients and carers want from the service
(2) Professional Quality : Whether the service meets needs as defined by
professional providers and referrers, and whether it correctly carries
out techniques and procedures which are believed to be necessary to
clients' needs
(3) Management Quality : The most efficient and productive use of
resources within limits and directives set by higher authorities and / or
commissioners.
Higginson (1994) suggests that quality of care should include effectiveness,
acceptability, humanity, equity, accessibility, efficiency, and patient empowerment. The
effectiveness of a professional is regarded as:
'The degree to which the desired outcomes are achieved. The quality of the
service is the degree to which a health care professional or service conforms to
preset standards of care' (Gray 1998:113).
The efficacy of an intervention '..Js its impact in the best possible circumstances,
whereas effectiveness is used to describe the impact of an intervention in everyday
practice' (Gray 1998:113). Quality assurance, evidence based practice and audit are all
initiatives to establish and maintain quality in health care. The government's
commitment is demonstrated by the establishment of national initiatives to monitor
quality and to manage any shortcomings which include the development of a National
Service Framework, National Institute for Clinical Excellence and a new Commission
for Health (DOH 1997, DOH 1998).
The data from the Bales Interaction Analysis, the in-depth interviews and the Delphi
survey have produced new knowledge. It is suggested that new knowledge should
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instigate a new innovation with the ultimate aim of it being incorporated into clinical
practice. Thus it is essential to determine:
(1) What action, if any, is needed in the light of new knowledge
(2) What changes should be introduced
(3) Who should be involved
Research is of little value if it does not make an impact on clinical practice or on policy.
However, there are many instances where research has little influence on clinical
practice with studies by Cohen (1979) suggesting that fewer than 20% of research
articles had any applicability in the professional settings. Failure to implement research
findings into clinical practice has been attributed to numerous factors which include
clinicians failing to utilise research findings, the researcher's inability to convince
clinicians and academics of the credibility of the research findings and the choice of
research methodology with which to implement the recommended changes (Argyris
1970, Bergin and Strupp 1972, Stenhouse 1978). This may have a serious impact on the
quality of a service and leads to fragmented and contradictory management of the
patient. Evidence based practice is a term used to denote the implementation of credible
research into clinical practice. Gray (1998: 15) defines it as `.. An approach to decision
making in which the clinicians use the best evidence available, in consultation with the
patient, to decide upon the option which suits the patient best.'
Implementing research findings into the real world involves a process of change and if
this is to be managed successfully then it is essential that people support and understand
the need for proposed change. Gray (1998) reports that the process of change in clinical
practice is marked by the following characteristics:
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(1) Over enthusiastic adoption of interventions of unproved efficacy or even
proven ineffectiveness
(2) Failure to adopt interventions that do more good than harm at a
reasonable cost
(3) Continuing to offer interventions or services demonstrated to be
ineffective
(4) Adoption of interventions without adequate preparation such that the
benefits demonstrated in a research setting cannot be reproduced in the
ordinary service settng
(5) Wide variation in the rates at which interventions are adopted or
discarded
Beer and Eisenstat (1990) identified three major interrelated factors required for
corporate revitalisation; coordination of teamwork, a high level of commitment
necessary from coordinated action and new competencies for problem solving as a team.
The researchers concluded that the greatest 'fallacy of programmatic change' is the
textbook idea that corporate revitalisation and change processes come about through
company wide change programmes including mission statements by top management,
the employment of human resource managers, a new organisational structure, a
performance appraisal system, and training programmes to turn managers into 'change
agents.' Instead they advocate an approach to change which starts at the periphery
moving gradually towards top management. Beer and Eisenstat (1990:166) conclude
from their research:
'Companies need a particular mind-set for managing change: one that
emphasises process over specific content, recognises organisational change
as a unit-by-unit learning process rather than a series of programs, and a
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knowledge that the payoffs that result from persistence over a long period of
time as opposed to quick fixes. This mind-set is difficult to maintain in an
environment that presses for quarterly earnings, but we believe it is the only
approach that will bring about successful renewal.'
Implementing and evaluating change is probably one of the most difficult aspects of
research which is reflected by the number of texts written on this subject. Various
models have been suggested as a tool to implementing change which include the
Research, Development, Dissemination, and Adoption (RDDA) approach (Hahn 1975),
Problem-Solving Model of the Change Process (Paul and Lipham 1976) and Action
Research (Lewin 1946). The RDDA model has been widely adopted and the key
components of this model are:
(1) Initial 'pure research' identifies, conceptualises and tsts ideas
(2) Developing translates research into findings into an approach, possibly
involving materials or a programme, which can be used in a 'field'
setting
(3) Dissemination follows when the approach, programme etc. is publicised
and made available to a wider audience
(4) Adoption completes the process when the new approach becomes an
accepted part of practice (Robson 1993).
Hall (1975) criticises the RDDA approach for not considering how adaptation might
take place to meet the needs of different situations and for emphasising a research
driven top-down approach rather than a partnership approach. It is concerned not so
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much with the content of an innovation or its outcome, but mainly with the process of
change (Robson 1993).
The Problem-Solving Model of the Change Process arose because of the considerable
disillusionment with the RDDA model. The model took the opposite view of the RDDA
model in that the identification and development of the innovation should lie with the
persons taking part in the change process. The key components of this model are :
(1) Developing a need for change, including an awareness of problems and
desire for help
(2) Establishing relations with external consultants, development of
collaborative arrangements
(3) Diagnosis of problems
(4) Examination of alternative goals and formulation of plans for actio
(5) Developing of innovations based on action
(6) Generalising and stabilising the change
(7) Achieving a 'terminal' relationship, leading to going it alone with one
consultant (Paul and Lipham 1976).
The Problem-Solving Model of the Change Process is similar to the variants of action
research. However it does not emphasis involvement at all levels or that change involves
a cyclical process in which action and evaluation are interlinked. The action research
model was first conceptualised by Lewin (1946), it became unpopular because of its
association with radical political activism in the 1960s (Stringer 1996). It consists of a
spiral of cycles of action and research with four phases, plan, act, observe and reflect. It
is a technique which enabled involves both a process of change and reflection (Winter
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1989). The latter is an important part of the action research process as this may lead to
the identification of a new problem(s) and creates a new cycle of planning, acting,
observing and reflecting. It enables action researchers to link theory with practice, it
involves a participatory and consensus approach towards investigating problems and
developing a plan to deal with it. The traditional role of the researcher and practitioner
are changed as practitioners become co-researchers and full participants in the research
process. Thus practitioners are empowered to take responsibility for the change process.
Guba and Lincoln (1989:227) define empowerment as:
'..The sharing of power tools and the sharing of leadership. Empowered people
mean organisational contributions because their empowerment continuously
leads them to :fighting out about the place' to productive 'sense-making.'
Thus if change is managed successfully then it must involve people in the change
process regardless of their status. The people involved in the changed process must
support it and the type of change which is required must be clarified. Change is a
developmental process and it must be evaluated not only to demonstrate its effectiveness
but to take into account peoples' opinions.
Action research
Action research is defined by Carr and Kemmis (1986: 165) as a:
' .... Type of self-reflective enquiry undertaken by participants in social situations
in order to improve the rationality and justice of their own practices, their
understandings of these practices and the situations in which these practices are
carried out.
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Action researchers use multiple methods, which can be both qualitative and quantitative
to implement and evaluate change. Data collection methods can include (Winter 1996):
(1) Keeping a detailed diary of subjective impressions, descriptions of
meetings attended and lessons learned
(2) Collection of documents relating to a situation
(3) Observation notes of meetings, perhaps using previously prepared check-
lists, frequency schedules
(4) Questionnaire surveys
(5) Interviews
(6) Tape or video recordings of meetings.
(7) Written descriptions of meetings or interviews
(8) Triangulation
During the action research phases the data collection included keeping a detailed diary
of subjective impressions, and a description of the action research meetings,
observations notes, written minutes of the meetings, interviews with participants, and
clinical audit. Action research has been used in many different setting which include
nursing (East and Robinson 1993, Meyer 1993, Greenwood 1994), education
(Whitehead and Lomax 1987, Adleman 1989, Elliott 1989) and management (Eastetby-
Smith et al 1991, Gill and Johnson 1991). Holter and Schwartz-Barcott (1993) and
Kallenberg (1990) draw attention to the difficulties of defining the action research
concept and consequently the divergent approaches or uses that have become associated
with this method. Hart and Bond (1995) have identified four types of action research
which they term experimental, professionalizing, organisational and empowering. They
argue that problems arise when action researchers are not clear about the constraints and
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possibilities of a particular type particularly as it may shift from one type to another as it
moves through different phases of development.
Action researchers have come in for strong criticism from Cohen and Manion (1989:
215) for failing to improve '...Our knowledge of the factors that influence the learning
process in the classroom.' Adelman (1989) has criticised the way in which it has been
conducted and considers much of educational action research to be of poor quality
whilst Eden and Huxham (1993) are extremely bold and suggest that one way of
excusing 'sloppy research' is by labelling it as 'action research.' However Meyer (1993)
argues that action research requires researchers to develop methods and strategies in the
field as it is dependent on the personal and interpersonal skills of the researcher rather
then on the actual methodology. Winter (1996:17) identified three practical problems
which arise when conducting effective action research:
(1) How can action research techniques avoid being accused of being either
too minimal to be valid, or too elaborate to be feasible?
(2) How can these methods contribute to genuine improvements of
understanding skill, beyond competence, in return for the time and energy
expended?
(3) How can these methods be accessible to other people who wish to
practice them?
A model which resolves many of the problems identified by Adelman (1989), Eden and
Huxham (1993) and Winter (1996) is the emancipatory action research model which
provides a framework for understanding organisational change, 'best practice' and
encourages organisational learning and development of the 'learning organisation'
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(Zuber-Skerritt 1996). This model designed for organisational change has been
developed in a five step process by adapting and extending the organisational change
models of Lewin (1952) and Beer and Eisenstat (1990) and integrating them into the
action research model. Zuber-Skerritt (1996) the creator of the model, claims that it is
the most effective way to achieve organisational change and learning. It is a five step
process which includes strategic planning, implementing the plan (actions), observation,
evaluation and self evaluation, critical and self critical reflection which require the
action research group to make decisions for the next cycle of action research. The
revised plan is then implemented and followed by observation and reflection (Zuber-
Skerritt 1992)
Ethics
The disadvantage of the action research approach for the researcher is that one has to
relinquish control of the research to the action research group. Thus the model which
one hoped would have been implemented is under the scrutiny of the research group,
who can decide to veto suggestions and suggest alternatives. Confidentiality must be
maintained particularly if the researcher is to maintain credibility with the action
research participants. Titchen (1995:45) warns researchers that during her action
research study a problem occurred which caused a '..Chain of bad feeling which took
several months to work through' as ground rules regarding confidentiality had not been
developed. The action researcher must ensure that ethical principles governing action
research fieldwork are adhered to. Kemmis and McTaggart (1988) outlined a number
of ethical principles specific to action research; Researchers must ensure that all the
relevant persons have been consulted and take into account their wishes and opinion
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and obtain the consent of team members before implementing the action research
design.
Action researchers have to ensure that the quality, value and honesty of their inquiries
are not jeopardised by unrecognised bias and influence. To minimise bias Parahoo
(1991) has suggested that researchers need to make their values explicit. However Guba
and Lincoln (1989:102) state that '. . Values provide the basis for ascribing meaning and
reaching understanding; an interpretative, constructivist paradigm cannot do without
them.' It is suggested that researchers need to use their bias, beliefs and values in action
research otherwise one would not be able to facilitate practitioners to change their
current practice. Can and Kemmis (1986) describes this process as extending and
transforming the understanding of practitioners. Although Williams (1995) argues that
researchers who share concerns about the research make themselves and their research
vulnerable.
Strategic planning (Develop shared vision, clearly (re-) define a business plan)
Discharge planning and multidisciplinary team work is a process involving many
professionals, agencies and specialities which are all interdependent. It was essential to
identify all the stakeholders and ascertain from each individual who else he or she felt
should be contacted or included in the discussions. Developing a shared vision involves
creating both the motivation and readiness to change and considerable time was spent
networking and liaising with professionals and managers to ascertain their perception of
the change process. O'Grady-Porter and Wilson (1995:129) reiterate this point
'Collaboration demands equity. If the partners do not see each other as equal
contributors to their mutually defined outcome, the relationship will be short-lived.'
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Facilitation and networking skills were essential and it was important to maintain these
relationships throughout the duration of the research.
Action research is a collaborative approach which requires the participants to share
decision making and must regard each member as an equal partner. East and Robinson
(1993) recognise the advantages of using action research as part of a 'bottom up'
approach to managing change. Thus professionals needed to trust each other, articulate
their roles, interact as partners and negotiate in order to find solutions to problems. It
was difficult to empower practitioners on the ward without first gaining the consent of
managers, as the culture of the health and social services is hierarchical and
bureaucratic. This has been acknowledged by Popkewitz (1984) and Robson (1993) who
have criticised this concept of empowerment since educational and health
establishments cannot accommodate professionals identifying and planning change.
However it could be argued that action research has become just another technique for
getting professionals to collaborate in the achievement of managerial or even the
researcher's goals rather than a truly participatory research methodology (Kemmis and
DiChiro 1987)
To solve this problem it was necessary to form both an interprofessional action research
steering group and an action research group. The aim of the steering group was to
facilitate the development of an interprofessional discharge model based on the data
from the Delphi survey, the data from the Bales Interaction Analysis and the in-depth
interviews and to ensure that it was properly resourced. The steering group were
selected for their interest, expertise and position within the organisation. They were all
professionals at the centre of care delivery and consisted of managers and senior
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practitioners from all the relevant professions, specialities, social services, and the
discharge team. This group was extremely powerful since between them they were the
gate keepers of resources which were needed to implement the new interprofessional
discharge model.
The action research group consisted of all those persons which the changes involved
from senior nurses to the ward receptionist. '1 he aim of the group was to debate many
of the issues and ideas which had originated from the steering group and to formulate
the inteiprofessional discharge model. It is suggested however that the reJjance of
management support may result in the right decision not always being made. This was
particularly evident when discussing the issue of integrating occupational therapy notes,
since the occupational therapy manager neither rejected nor supported this concept.
Thus it appeared that a decision was made by a senior practitioner not to adopt this
strategy without consulting other members of her team.
The relationship between the steering group and the action research group was based on
the principle of participate decision making. Thus it was important to ensure that the
steering group were not regarded as adopting a 'thin line management' strategy. This
is where decisions are handed down the line (and accountability reported back up the
line) through individuals. Thus it was essential to ensure that both groups did not feel
excluded from the decision making process by strengthening information and power
sharing. Furthermore both groups were required to adopt the principle that when
challenges were made, this should be interpreted as challenging the idea, the assertion,
the evidence and not the individual.
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Action researchers must adopt an approach which enables unforeseen events and
previously unrecognised constraints to be managed. The proposed model was dependent
on securing a member of the discharge team to participate in the research design and it
was essential to secure the use of this resource. Thus considerable time was spent in
negotiating the release of this resource. However other changes which were proposed
involved 'changing the way things are done' as opposed to requiring additional funding.
During various stages of the action research planning it was necessary to collaborate
with steering group members and external persons both within and outside of the
organisation. It could be argued that this further dis-empowered both groups as they did
not have control over specific areas of decision making. This included liaising with
specific professionals which included the general practice manager, the training and
development team, individuals with specific responsibilities for areas such as
documentation. Furthermore these people often did not have direct control over specific
areas and thus further negotiations had to take place at the higher level. During different
stages of the action research phase these people would attend the action research
meetings.
When implementing change it is essential to communicate clear aims and incentives and
at the first meeting an outline of the data from the study was presented so that that
participants understand the researcher's values and bias and to stimulate debate. It was
suggested by the researcher that based on the data from the Delphi survey it was
possible to create a model which:
(1) Minimised delays
(2) Enabled central access to all members of the multidisciplinary team
(3) Defined roles and responsibilities and prevented duplication of tasks.
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(4) Enabled accurate and proficient recordings of the pre-functional and
social history
(5) Allowed information to be collated and retrieved from community and
social services
(6) Promoted trust and confidence.
(7) Enabled care to be evaluated each day
(8) Facilitated goal setting and evaluation which ensures that care is
coordinated.
(9) Facilitated multidisciplinary discussion and debate without professionals
feeling threatened.
(10) Enabled professionals to anticipate and understand the decision making
of other professionals which minimised the blame culture
(11) Facilitated patient education
(12) Enabled information to be transferred across specialities.
(13) Improved communication both within the multidisciplinary team, with
social services and within professions. For example, nursing handover.
(14) Facilitated evidence based interprofessional decision making
(15) Improved nursing handover communication
(16) Diminished team members' frustration at the length of time away from
the patient which resulted in skilled staff's time being wasted.
The interprofessional discharge model needed to be
(1) User friendly
(2) Able to facilitate interprofessional, interspeciality and interagency
collaboration
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(3) Evidence based
(4) Reflective of the decision making and value bases of multidisciplinary
team members
(5) Explicit in the definition of roles and responsibilities
(6) Outcome based
(7) Goal orientated
(8) Able to anticipate and predict problems
(9) Able to prevent documentation duplication
(10) Educative for patients and carers
(11) Seen to promote the autonomy of the patient
(12) Able to improve the quality of patient care
(13) Able to provide a robust mechanism for evaluating care
(14) Seen to embed within it, the requirements of professional bodies.
This was based on the concept of patient focused care which places patients at the centre
of the health care process, integrates practice, uses integrated care pathways, and multi-
skilled health care professionals (NHS Executive 1994). Oakley and Greaves (1995)
regard patient focused care as a tool to dissolve traditional thinking and the categorising
of professionals. Similarly the NHS Executive (1994:7) is committed to the patient
centred approach:
The patient focused methodology is recommended to others wishing to
implement change as a sound basis for achieving lasting improvements in the
cost and quality of service to patients.
252
It is noticeable that the NHS Executive (1994) does not include the words
interprofessional collaboration. This is rectified by O'Grady-Porter and Wilson
(1995:119) who report that patient focused care:
'...Works effectively in getting providers in diffërent disciplines to relate well
with each other. The problem has been that they do not want to have a
relationship with each other. Providers can barely relate to other providers
within their own discipline'
Patient focused care is compatible not only with the ideology of interprofessional
teamwork but with health care polices such as The Access to Health Care Records Act
(DOH 1990b), Patients Charter (DOH 1991) and The New NHS; Modern, Dependable
(DOH 1997).
A strategy was adopted to discuss less threatening concepts first since it has been
suggested by Maslow (1954) that human motivation is arranged in a hierarchy of needs
from the lower level of need such as psychological and survival needs to higher levels
such as esteem and self actualisation. This theory puts forward the argument that lower
needs must be achieved before higher levels can become dominant. It was agreed that
the model would be piloted for six weeks only which eliminated fears and encouraged
professionals to participate in the change process.
Integrating skills and roles 
The data from the research demonstrated that groups that work as a collection of
individuals are ineffective. Furthermore discharge delays occurred because professionals
duplicated tasks and were unwilling to share or learn new skills. Professionals possess
skills that are both core skills and professional skills. It is essential that professionals are
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able to distinguish between those skills which can be shared with other professionals
and those which require specialist training. This could be regarded as the first stage in
cross training or multi-skilling which strengthens continuity of care, streamlines work
flows, improves responsiveness, and increases accountability (Booz-Allen and Hamilton
1990, Kingston Hospital 1993).
There is evidence from the literature that multi-skilling is viewed negatively by many
professionals (Carlisle 1992, Black and Garside 1994). Carlisle (1992:17) underlines a
nurse's unhappiness and explains that patient focused care
`... It is not being used to mean nurses doing a physiotherapist's job or a
domestic doing a nurse's job. Instead it means nurses training to do limited
elements of other professional's jobs or other workers training to do parts of
nursing.'
Thus skills must be chosen with care, agreed by all members of the team and lines of
accountability clearly defined. The data from the Delphi survey found that the experts
thought that it very important, highly desirable and probably feasible that care managers
should acknowledge the receipt of the referral and indicate when the patient will be
assessed. One member of the team should be responsible for documenting the social
history and functional ability of the patient within two days of admission.
The solution to this problem generated by the action research group, was to devise an
integrated interprofessional social admission form, with one designated person
collecting the social and functional history on admission which would meet the needs
of all members of the team and encourage information to be retrieved from a wide
variety of sources. Information would be collated from carers and relatives, general
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practitioners, social services and ambulance crews who often have in-depth information
about the patient and their home (refer to appendix twelve). The interprofessional social
assessment form could be used as the referral form to social services. This in turn would
provide care management with accurate information. The action research group
discussed the feasibility of occupational therapists performing environmental visits
within three or four days of admission to ascertain information about the home and
equipment needs. This was not regarded as feasible by the occupational therapists due to
resource implications. The steering group felt that this information could be obtained by
liaising with the patient, other agencies and the patients family. It is suggested however
that in many ways this undermined the role of the occupational therapist and clearly
categorised them as being associated with home visits and equipment provision.
The interprofessonal assessment form has many potential benefits as it should facilitate
early discharge decision making and would provide the same information to all
professionals. This in turn should improve the coordination of care, improve
collaboration with outside agencies, prevent role duplication and be less intrusive for the
patient. The action research group needed to decide the format of the form and the type
of information which would be required and the skills of the professional collating this
information. However occupational therapists expressed concern that the information
may not be accurate or detailed enough to suit their needs. Therefore it was essential that
the form was detailed enough to accommodate the needs of different professional
groups and secondly that multidisciplinary members were able to trust the appointed
person who was allocated this task. The person appointed to this task was the accident
and emergency discharge coordinator who has a good working knowledge of the
discharge and team process. It was acknowledged that other members of the
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multidisciplinary team with adequate training could perform this task. The researcher
and the discharge coordinator took the lead on this issue, as agreed by the steering group
and the action research group in developing a form and training programme. The
researcher was able to reflect on her occupational therapy expertise to ensure that it
would meet their needs. The form was drafted, redrafted and revised according to
feedback from the action research group and the steering group, until a form was created
which was approved by all those involved.
Ambulance crews often have valuable information about the home, the environment, as
to whether there are pets, which is rarely recorded or collated. This information can be
used to identify potential problems at an early stage instead of waiting for an
occupational therapy home visit which usually occurs only when the patient is ready to
be discharged. After consulting with professionals based in accident and emergency it
was decided to develop a form which would be completed by the triage nurse as the
patient arrived (refer to appendix five). General practitioners too, often have useful
information about their patients particularly as elderly people are invited for a 75 plus
assessment each year. This information is rarely available at the point of admission and
general practitioners are often unaware of the patients admission until they receive a
discharge summary. Thus to improve collaboration it is important to ensure that
background information on the patient is collated from all sources and that
communication is not just seen as a one way process. Therefore through information
exchange general practitioners would be made aware of the patient's admission and be
given a point of contact.
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It was essential to ascertain the opinions of general practitioners. For example how
should this information be collated and their perceptions of the current method of
information liaison. A brief questionnaire was developed with the general practitioner
manager in the trust and then reviewed by members of the steering group (refer to
appendix six). It was then sent to the twenty general practices who were the most
frequent referrers to the trust. In total 70 questionnaires were distributed. In total 24
questionnaires were returned (38%), 4 questionnaires were returned uncompleted as the
general practitioners were no longer at the practice (refer to appendix seven). It was
apparent that the method of informing general practitioners of the patients admission
was unpredictable with 16 (64%) of general practitioners reporting that they were
sometimes informed, 2 (8%) reported that they were never informed and 6 (25%) that
they were always informed. In contrast there was a wide range of opinions as when
general practitioners would like to be informed of the patients admission. 17 (71%) of
the respondents reported that they would prefer to be contacted about the patients
admission via fax in contrast with 7 (29%) who would prefer to be contacted by letter.
24 of the respondents (100%) reported that they would be willing to exchange
information with the A&E nurse. The preferred method of information exchange was a
structured form via fax 15 (63%), by telephone 4 (16%) and 5 (20%) structured form via
the telephone. There was a wide range of responses regarding who the discharge nurse
should contact although general practitioners, district nurses and practice nurses were
cited regularly. Only 4 (16%) of general practitioners did not report that there were
barriers to information exchange. The barriers reported to hinder information exchange
were lack of time 8 (33%), information not available 6 (25%), information not
accessible 4 (16%) and 1 (4%) lack of interest. A structured form was piloted taking into
account the opinions of the respondents (refer to appendix eight).
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Integrated notes 
It was regarded as highly desirable, very important and definitely feasible that a
structured format of communicating and should be introduced at the nursing handover
that documentation should be integrated. The data from the research demonstrated that
the failure to integrate documentation had resulted in care becoming fragmented,
delayed decision making, discharge delays, and the nursing handover being a source for
mis-communication. Furthermore if professionals documented how and why a decision
has been reached then this would enable members of the multidisciplinary team to
understand the value base of other professionals. At the steering group meeting it was
suggested that if documentation was to be fully integrated then this would need to
include both the orthopaedic and the accident and emergency department since the latter
'kick starts' both the admission and the discharge process. It was also suggested that the
nursing care plan should be integrated between accident and emergency and the
orthopaedic ward. It was reported that the trust was currently reviewing medical
documentation with the possibility of introducing clerking proformas. Numerous
meetings occurred with both accident and emergency and orthopaedics nurses and a
senior nurse in the trust to ascertain whether this would be possible. It was eventually
agreed to pilot the sharing of the nursing care plan between the two departments (refer
to appendix twelve)
Integrated care pathways were suggested by members of the action research group as a
tool for integrating documentation. This had not been part of the researchers game-plan
because they were not generally regarded as a tool that would improve interprofessional
working. Integrated care pathways are also called critical paths, care maps, collaborative
plan of care, multidisciplinary action plans, care paths, and anticipated recovery paths.
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Ignatavicius and Hausman (1995) refer to integrated care pathways as interdisciplinary
plans of care that outline the optimal sequencing and timing of interventions for patients
with a particular diagnosis, procedure or symptom. McNicol (1993) reports that
multidisciplinary guidelines are much more likely to be implemented and accepted than
medical guidelines. Integrated Care Pathways are reported to facilitate the development
and implementation of multidisciplinary guidelines, minimise delays and use of
resources while maximising the quality of patient care, specifying each anticipated
treatment event and the communication process (Ignatavicius and Hausman 1995).
Professionals are only required to record their interventions and variances which
abolished the need to record routine material for every patient. The variance may be
either be positive or negative. For example a positive variance will occur if the patient
progresses faster than expected whilst a negative variance occurs whel) activjljes on the
clinical pathway are not completed within the designated time frame, costs are higher
than expected, or the patient does not meet the expected outcome. The focus on
variances ensure that problems are identified and evaluated each day.
The pathway can incorporate evidence based practice into the clinical setting as they
reflect the best practice which can be realistically achieved and can provide guidelines
which are unambiguous, practical, achievable, and consistent (Sackett et al 1996).
Heyman (1994) suggests that if only half the patient's needs can be identified or
anticipated ahead of time by care plans then significant benefits for diagnosis, treatment
care, and discharge planning will occur. It was important to take into account the
concerns of both the action research group and the steering group as an integrated care
pathway was already in existence but rarely used by professionals. Furthermore there
was considerable scepticism surrounding the purpose of this tool. Additional confusion
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was caused by the content of the tool and layout particularly as it was both a mixture of
commands and outcomes with variances recorded on a separate sheet of paper. Ford and
Walsh (1994) reports that the introduction of integrated care pathways into clinical
practice has often ended in failure. Whilst researchers advocate their use in clinical
practice very few actually state how they can be implemented. Moreover the advocates
of integrated care pathways rarely comment on the teams' perceptions of these tools.
The ownership of care plans is of particular importance since without ownership care
path ways will `...Remain in the coat pockets of staff or lie somewhere gathering dust'
(McNicol 1993:215). The data from the action research diary established that
occupational therapists regarded them as restrictive whilst some nurses described them
as being prescriptive, 'stating the obvious' and consequently reducing their clinical
autonomy and freedom.
It was fundamental for both groups to agree on the format and content of the integrated
care pathway. The existing care plan was circulated to each professional group to enable
them to consider both the format and content. Considerable time was spent discussing
the layout of the integrated care pathway and a decision was finally made to allocate one
day per predicted (and actual) length of admission with the variances written on the side
of the page. These variances are extremely importance as they ensured that each
patient's care is based on their individual needs and addresses the concerns of those
critics who regard them as rigid and fixed. The variation from the pathways identifies
patients who are not progressing as expected and allows for early and appropriate
intervention to be instigated. In addition it was essential to ensure that the
documentation met the standards set by the different professional bodies.
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Integrated care pathways enable patients and carers to be aware of the expected patient
outcomes. They can be adapted as a teaching tool for them and also accommodate
patients' opinions and goals (Black and Garside 1994, Ignatavicius and Hausman 1995).
A debate within the steering group occurred in relation to whether patients should have
access to their own notes. The Access to Health Records Act (DOH 1990b) provides
patients with the statutory right of access to non-computerised health care records after
November 1st 1991, although the Audit Commission (1995b) reports that patients still
have difficulty accessing their medical records. This is primarily due to the location of
documentation since patients generally have to rely on what professionals tell them.
Thus the integrated notes were kept at the patients bedside.
Discharge outcomes
Goal setting is of particular importance as teamwork is the means whereby team
members work together to achieve a defined common goal. The setting and re-
evaluation of goals enables progress to be measured, plans to be evaluated and changed
according to the patient's needs. A team begins to develop only when its members have
the same goals and objectives. Thus each page of the integrated care pathway contained
a section where the interprofessional team would set and evaluate goals for each day of
the patients stay (appendix nine).
A major problem identified from the research was that patients are often unaware that
they are to be transferred to the elder care wards. The panel from the Delphi survey
concluded that it was regarded as highly desirable, very important and definitely feasible
that patients and or relatives should be given an information sheet and consent form
regarding discharge to elder care. Thus to ensure that this was implemented into clinical
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practice each professional group were asked to write a discharge criterion. It reflected
what should have been achieved prior to discharge and highlights individual
professional responsibilities. For example occupational therapists stated that one of the
discharge criteria must be that all the equipment must be installed prior to discharge. It
was anticipated that this would assist with the management of conflict and the
understanding of the roles. A positive aspect of this process was that the two social
service boroughs collaborated together to produce an agreed outcome criterion. Each
member of the team must then sign next to the criteria if they are of the opinion that the
discharge can commence on the suggested date. The named nurse must ensure that all
the team members have signed the relevant parts of the discharge criteria (refer to
appendix fifteen). This was a useful exercise since it demonstrated that many discharge
tasks were duplicated. For example all members of the team would inform patients and
their carer regarding a discharge even though the data from the research demonstrates
that patient's and relative's consent is rarely recorded. Therefore this task was placed
under the heading multidisciplinary team which enabled any of the team members to
ascertain whether the relative's and the patient's consent had been obtained.
Decentralising services
It was regarded as very important, highly desirable which may or may not be feasible
that weekends should be regarded as a normal working day for care managers,
occupational therapists and physiotherapists. This problem could not be solved by the
action research group or the steering group as it was a decision which would need to be
made at a trust level. It was regarded as highly desirable, very important and definitely
feasible that referrals to elder care should be made when the team feel it is appropriate
and should not be time bound. However after discussing this problem with the elder care
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registrar he felt that referrals should be made only when all orthopaedic problems had
been resolved. Furthermore the data from the Delphi demonstrated that the experts
thought that it very important, highly desirable and probably feasible that patients
should not be transferred more than three times (excluding transfers to elder care or
other placements). The provision of beds on suitable wards is dependent on the
occupancy levels which were considerably higher than other trusts. Although the bed
managers agreed where possible to place patients with a fractured neck of femur on a
trauma orthopaedic ward.
It was regarded as only moderately important, moderately feasible and desirable that
occupational therapists should become ward based and attend a designated consultant
ward round. This was discussed in depth as some members of the action research group
regarded it as an important issue. It was met with considerable resistance from the
occupational therapists who were of the opinion that their loyalties belonged primarily
to the occupational therapy team as opposed to the multidisciplinary team.
Subsequent to the pilot study it emerged that the occupational therapy department had
been awarded additional funding for a new post. The department decided that half of the
clinicians time would be spent managing all the fractured neck of femur patients. In
addition one social services department agreed that one designated care manager would
take responsibility for this group of patients for six months. This was only a short term
solution to improving interprofessional relationships within the team. This was an
important gesture since this demonstrated their commitment to the team process.
Furthermore if the post was successful then the department may use the data from the
research to fund such a position on a long term basis.
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Act (Provide strong leadership, Spread shared vision to all departments)
Training and education are an important aspect of the change process and therefore it
was important to educate professionals about the operational and theoretical aspects of
the model (refer to appendix ten). The training sessions were interprofessional in order
to facilitate interdisciplinary collaboration. Interprofessional training sessions were well
attended as they had been carefully scheduled around the nursing shift patterns. They
enabled professionals to discuss their concerns and highlight the importance of team
working with some professionals meeting face to face for the first time. It is important
to emphasise that education and training is an on-going process which occurred
throughout the duration of the pilot study.
Conflict management
Each member of the group brings with them their own personality, opinions and feelings
which needed to be harmonised in order to formulate. intexprotessional solutions to
problems. Therefore conflict and disagreement are not only inevitable but fundamental
to change. Sincerity and honesty are important components of interprofessional
working, therefore the fact that group members could express alternative opinions
demonstrated their commitment to the change process. Conflict occurred between
members of the action research group which affected communication patterns and
interprofessional relationships. The success of the model was threatened by the
occupational therapy department refusing to accept the concept of integrated notes and
by refusing to decentralise their services. Additional meetings took place with the
occupational therapy manager and one senior practitioner in an attempt to resolve this
problem. Their opposition to piloting the integrated notes was viewed negatively by
members of both the action research group and by the steering group. Undertones were
expressed `..Can't you make then do it?' However O'Grady-Porter and Wilson
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(1995:154) warn that `..Power should never be a tool for manipulation or advancing
personal agendas.' To do so was felt inappropriate and not in the spirit of the research
approach.
There were numerous discussions regarding the evaluation of the model. One member
of the steering group was adamant that the length of stay should be used as a quality
measure and an indicator of the success of the discharge model. However the purpose
of the evaluation was to demonstrate that by enhancing the team process this in turn
would result in quality improvement both for the patient, the trust and members of the
team. It is therefore rather ironic that further funding of this model was dependent on
demonstrating that it decreased the length of stay a measure of efficiency rather than any
other quality measures.
Skills of the action researcher 
Garside (1993) reports that patient focused care initiatives often fail due to a lack of
leadership. It is essential that the researcher understands the culture of the organisation
and the constraints which professionals face. During the action research phase the trust
was undergoing considerable change, and practitioners and managers were also
preoccupied with this process. Previous change innovations had been relatively
unsuccessful although the culture of the ward was to support innovation and there was a
commitment to quality and efficiency.
The role of the action researcher was to document and provide feedback on the change
process so it could be structured, modified or accelerated. The researcher's role was to
stimulate change by emphasising the improvement of patient management as opposed to
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improving outcomes. It was essential to ensure that meetings were chaired effectively
since the data from the research demonstrated that multidisciplinary meetings were
regarded as time consuming. Implementing change is necessarily time consuming, and
lack of time may either result in non-participation in patient focused change or rejection
of this concept (Sherer 1993, Black and Garside 1994). It was often difficult to find a
time to suit all members of the groups which accounted for the long gaps between
meetings. However the fact that professionals attended these meetings was an indication
of their commitment to the change process. A record of the meeting was kept in a field
work diary. It is essential to ensure that policies and procedure are documented and
formalised which allows the process to continue when the researcher has departed. Thus
all policies and procedures were widely circulated and held in the appropriate files in
each department.
Observation ( feedback, write policies)
Evaluation is central to health service research as it aims to record what changes
occurred, what led to these changes and establish whether there is a relationship
between theory and practice. Ovretveit (1998: 9) had defined it as a process which is:
`.. Attributing value to an intervention by gathering reliable and valid
information about it in a systematic way, and by making comparisons, for the
purpose of making more informed decisions or understanding causal
mechanisms for general principles.'
Evaluation should enable practitioners, managers and patients to make informed
decisions regarding resource allocation, the effectiveness of treatments and whether
treatments and changes which have been implemented provide value for money. Various
techniques can be used to evaluate the effects of a change of practice which include
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formative and summative evaluation, clinical audit and quality assurance techniques.
Guba and Lincoln (1989:51) introduce the term 'stakeholders' into evaluation research.
Stake holder is defined as '...Having something at stake in the evaluation and the entity
being evaluated.' Thus stake holders are at risk should the evaluation result in negative
findings. Thus it is suggested by Guba and Lincoln (1989) that groups who are at risk
must have the opportunity to raise any question which is deemed appropriate,
particularly as stakeholders are the users of evaluation information. Guba and Lincoln
(1989) report that social, cultural and political factors should be regarded as an integral
and meaningful component of the evaluation process. Consensus cannot be achieved
unless it is a joint collaborative process, it is mutually educative. Furthermore it remains
open to challenges and criticism, thus 'Evaluation has no 'natural point' at which the
truth is finally known' (Guba and Lincoln 1989:254). It is an on-going process with
unpredictable outcomes and a process which in acceptable in the real world as it
'..Creates reality' (Guba and Lincoln 1989:255).
Evaluation is a process which can be divided into two types. Formative evaluation
involves the collection of data while the organisation or programme is active and aims
to develop or improve it. Summative evaluation involves collecting data about the active
and or terminated organisation with the aim of deciding whether it should be continued
and I or repeated (Kemm et al 1992). Thus formative evaluation occurred during the
action research phase which included continued observation of the implementation of
the model and notes from the fieldwork diary. Summative evaluation occurred following
the pilot study and included key person interviews, feedback from the steering group,
the data from the audit and by analysing the variances.
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Formative evaluation
Formative evaluation occurred by recording and analysing observations from the ward
rounds and comments which were made to the researcher and subsequently recorded in
a field work diary. Considerable time was devoted to preparation of the diary, deciding
how items will be analysed, and on maintain confidentiality, anonymity and gaining
consent. Burgess (1981) has argued for their use as a precursor to interviewing,
especially as a means of generating appropriate relevant questions. There were many
consultation periods which allowed the researcher to observe professional's perceptions
of the model. Each morning the researcher attended the consultant led ward rounds in
order to understand practitioners concerns regarding the new model. The morning ward
rounds were extremely useful as the team would discuss the positive and negative
aspects of the model. In particular one consultant would ask professionals for their
perceptions of the model and problems which they were experiencing. All team
members were aware of the researcher's role and no objections were raised. In order not
to isolate the discharge coordinator from the process she was invited to attend ward
rounds and was thus integrated into the team.
Summative evaluation
The results of the data were presented to general practitioners who were asked for their
opinions regarding the discharge model. The response was positive with general
practitioners stating that the model should continue. To evaluate the practitioners'
perception of the model the key informant interview technique was used. This is a
variant of general interviewing and requires the identification of individuals who
possesses unique or specialist knowledge, skills or expertise within an organisation
who are willing to share these with the investigator (Loftland and Loftland 1995). The
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key informants were chosen because they had the time and the special knowledge to
give purposeful insightful accounts that are often denied through randomised designs.
An unstructured tape-recorded interview technique was used to ascertain the action
research users' perceptions of the model, its impact on the team and the discharge
process. The interview technique was piloted on two nurses who deliberately gave both
negative and positive perception of the discharge model. It was important that
participants felt safe to state their honest opinions, thus it became apparent that the
researcher should not show any reactions to negative perceptions of the discharge
model. This was extremely difficult as it had been an integrative part of the researcher's
existence for the last three years. The length of the interviews was approximately thirty
minutes. Its unstructured nature allowed the researcher to probe the respondents fully
and clarify ambiguities inconsistencies and misinterpretations. In total four nurses, one
occupational therapist and one care manager were interviewed. Formal comments were
obtained from the medics who at the time of the interviews were understaffed.
The interview data was transcribed and then grouped by themes for the development of
the coding frame. An independent judge were appointed to perform the inter-judge
agreement. The one judge separately coded two pages of transcripts. The two transcripts
were then compared and disagreements amongst the judge and the investigator were
discussed. An agreement of 82 % was recorded. The same procedure was repeated two
thirds through completing this study to ensure that they maintained a high agreement
amongst the two judges. A high consistency of agreement was maintained (85%).
Members of the steering group were asked for their evaluation as a group process. They
met on two occasions during the audit and following its completion. They were asked to
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comment on some of the findings of the interviews and data from the field work diary.
The users and their carers were not consulted for their opinions regarding the new
interprofessional model since the critical incident approach had been unsuccessful and
considerably more thought and research needs to be performed to ascertain how elderly
users' opinions should be accumulated. This is a noticeable weakness of the research
design. Furthermore Rigge (1994) and Kelson (1995) found that there was little
evidence of consumer involvement in clinical audit.
Variances from the integrated care pathways
Integrated care pathways provide a powerful audit tool, as all aspects of the process and
outcome of clinical practice can be constantly monitored. Improvement in the quality of
care is achieved by frequently revising the pathway which provides high quality,
relevant, prospective information on current clinical practice (Kitchiner et al 1996). This
fmakes it possible to implement evaluation as part of routine clinical practice.
Interprofessional audit
Interprofessional audit is an natural progression from working in isolation to a team
actually taking responsibility for the outcomes. Audit has been defined by Crombie et al
(1993:27) as The process of reviewing the delivery of health care to identify
deficiencies so that they may be remedied.' It is designed to measure and improve the
effectiveness of care under 'real world' conditions. There is a confusing use of terms in
this area. Medical audit is defined by Bowling (1997:14) as The review of the clinical
care of patients provided by the medical staff only, ' whilst clinical audit is the 'Review
of the activity of all aspects of the clinical care of patients by medical and paramedical
staff'.
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Audit emerged in the 1970s and 1980s as a predominantly medical activity and from
1990 all doctors were required to take part in such audit. However a study by Newman
(1995) found that many junior doctors knew very little about the processes or purpose of
medical or clinical audit. Furthermore Hopkins (1990) has alleged that the term audit is
unpopular with doctors because of its associations with the world of business. The
Department of Health (1994) reports that the features of successful clinical audit are that
it is multidisciplinary, although it has been noted that many professionals may regard it
as threatening (Booz-Allen and Hamilton 1990, Heyman and Culling 1994, Ross 1996).
There is considerable confusion surrounding the relationship between audit and research
(Barton and Thomson 1993). Bowling (1997) reports that health service research is
distinct from audit and quality assurance since it has evaluation rather than monitoring
as its aim whereas audit aims to monitor levels of achievement of pre-defined and
agreed standards. However Bhopal and Thomson (1992) suggest that research and audit
are complementary activities and that cooperation between them, rather than
competition, is necessary since both are problem solving activities requiring rigorous
methods and reliable valid data to achieve results. Thus Moss and Garside (1995)
emphasis the importance of integrating audit and research to ensure that quality
improvements are successfully achieved and implemented. Clinical audit is recognised
as a primary mechanism through which research based guidelines can be introduced into
routine practice (Miles and Lugon 1996). The critical examination of clinical practice
should be an integral part of patient care since it enables one to determine whether
subsequent improved outcomes have been achieved (McIntyre 1995, Miles 1995).
Audits often fail and therefore investigators must take note of the potential obstacles.
A sum of £220.7 million pounds has been provided between 1989 and 1994 with little
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evidence that the investment has been a success. These include a failure by professionals
to complete the audit cycle, an inability to manage or to reassess the effect after
changes have been introduced, or a failure to incorporate the data into clinical practice
(Harman and Martin 1991, Kitchiner 1996).
The design of an audit must aim to be scientifically and methodologically rigorous
(Russell and Wilson 1992, Department of Health 1993). The policy statement from the
NHS Executive re-affirmed the fundamental principles of clinical audit. It should:
(1) Be professionally led
(2) Be seen as an educational process
(3) Form part of routine clinical practice
(4) Generate results that can be used to improve outcomes of quality care
(5) Involve management in both the process and outcome of audit
(6) Be confidential at the individual patient, patient/clinical level
(7) Be informed by the views of patients / clients.
The audit framework used within this research has been developed by Robinson (1995)
who has acknowledged that implementing audit and change in the 'real world' is a
complex process and that the cycles have been developed over time in more detail. The
stages of the audit cycle are to identify the aim of the audit, set standards, assess quality,
identify change needed, decide on the strategy to implement the change, implement
change, monitor the effects of change. Stages four, five, six (identify change needed,
decide on the strategy to implement the change, implement change) are discussed on
pages 247-257 and stage seven (monitor the effects of change) on pages 282-291
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Stage one : Identification of Audit Topic
The aims of the study were the following:
(1) To analyse the admission procedures from accident and emergency to the
ward
(2) To analyse the liaison arrangements between orthopaedics and elder care
(3) To analyse how effectively multidisciplinary documentation is used to
assess the condition and needs of patients
(4) To analyse the multidisciplinary team approach to the management of
the patient.
(5) To analyse the discharge procedures
Stage Two : Set Standards
Effective audit depends on agreed criteria for best practice as a means of measuring
performance and mechanisms for implementing change. The demand for
interprofessional audit within quality assurance programmes in the health service is
being driven by government policy, increasing emphasis on evaluating the cost-
effectiveness of interventions and the 'collaborative imperative' (Leathard 1995).
Mackenzie (1995) has commented on the lack of published material related to the area
of developing multidisciplinary guidelines and audit. Whilst the medical profession
routinely collated audit data there was no agreed criteria of standards to measure the
effectiveness and quality of the team approach.
Interprofessional audit can benefit interprofessional working and is compatible with
action research since it allows professionals to work together. Furthermore to be
worthwhile audit should be part of a continuous process of managing change (Baker
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1994). Professionals who participate in action research and in an interprofessional audit
must agree on basic values and standards to ensure that team goals are compatible and
achievable. Thus team members were asked to develop a interprofessional audit tool
which had to incorporate professional and trust standards, evidence based research and
government legislation. This process was extremely difficult since each professional
group had their own perception regarding what constitutes quality based on their
professional values and closely associated with the interests of the different members of
the team. It was essential for the researcher to consider who may be harmed by these
findings, particularly as professionals are used to evaluating their own practice and thus
may resent the intrusion
To assist in the development of an interprofessional audit tool an outline of the
standards were drafted by the researcher and sent to each -professional grow tor tke,ir
comments and feedback. Additional meetings were held with individual groups who had
particular concerns since evaluation can be seen as a threatening to the professional
groups since the data may reveal poor practice. For example occupational therapists
expressed concerns that the audit data could be influenced by the professionals' value
base. Therefore to maintain credibility the researcher sent an invitation to each
professional inviting them to participate in the auditing process. This invitation was not
accepted but it was an important component of maintaining the integrity of the
researcher.
The tool was changed to incorporate the opinions and values of each professional group
and was reviewed by the trust audit group who were helpful in suggesting ways to
improve its layout. It was then piloted on two set of notes selected at random and further
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modifications were made. The tool was re-piloted using two different sets of notes by
the researcher and a member of the action research group.
The interprofessional standards which were set which were all considered to be specific,
measurable and achievable:
Admission Procedure
(1) Audit Commission (1995a) recommend that professionals should assess
coexisting medical problems, mental function and social circumstances
as an essential component of pre-operative planning
(2) The trust's nursing standards stated that the nursing assessment must
include pain, pressure area risk and social circumstances
The standards which were set were that:
(1) Within 48 hours of admission 100% of interdisciplinary notes should
contain a detailed history of the patients' previous function level, social
history and a cognitive assessment
(2) 100% of interdisciplinary notes should contain a completed nursing
assessment. Pain, pressure area risk, nutrition and social circumstances
must be documented as stated in the integrated care pathway
Assessment
(1)	 The Royal College of Physicians (1989b) states that plans for
mobilisation should be made within four days of the operation
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(2) The Audit Commission (1997) has stated that health authorities and
social services must map needs and the services available to meet them.
(3) The Royal College of Physicians (1989b) state that rehabilitation and
discharge/transfer should be made within four days of the operation.
(4) The Patients Charter (1991) and the BGS/ADSS (1989) states that
preparation of discharge to begin as early as possible
The standard which was set were that:
(1) 100% of physiotherapy assessments should be documented and
evaluated in the interdisciplinary notes within the time frame of the
integrated care pathway
(2) 100% of occupational therapy assessments should be documented and
evaluated in the interdisciplinary notes within the time frame of the
integrated care pathway
(3) 100% of care manager assessments should be documented and evaluated
in the interdisciplinary notes within the time frame of the integrated care
pathway
(4) 100% of interdisciplinary notes should contain evidence that discharge
planning has commenced within 48 hours of admission (the time frame
of the ICP) and those patients who will require complex discharge
planning / rehabilitation are identified.
Patient focused care
(1)	 The BGS / ADSS (1989), DOH (1991) and the DOH (1997) state that the
patient/carer should be central to the planning of the discharge
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(2) The DOH (1991) states that written information about life-style, diet,
medication symptoms and where to obtain help must be made
available to patients and carers.
The standards set were that
(1) In 100% of interdisciplinary notes the patient / carers discharge criteria
should be completed
(2) 100% of interdisciplinary notes should demonstrate that the patient has
received discharge education
Multidisciplinary Team Collaboration
(1) The BGS/ADSS (1989), Audit Commission (1995a), and the DOH
(1997) recommend that all discharge preparation should be based on
effective multidisciplinary teamwork between the hospital and the
community
(2) The Audit Commission (1995a) recommend that joint rehabilitation goals
should be set to ensure that patients are neither over-protected nor
demoralised by over ambitious expectations
(3) The Royal College of Physician's (1989b) recommend that close working
relationships should occur between orthopaedic surgeons and
geriatricians
The standards set were that:
(1)	 100% of interdisciplinary notes should contain interprofessional goals
which are documented and evaluated each day.
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(2)	 100% of elder care assessments should be documented in the
interdisciplinary notes.
Stage three: Assess quality
Prior to implementing the discharge model fifteen sets of medical notes were audited
from November 1997 to December 1997 using the interprofessional audit tool (refer to
appendix elexen). All of these patients had a fractured neck of femur. The data from the
audit was not used as a baseline to formulate the audit standards but would be used to
ascertain whether the implementation of the new discharge model changed practice.
This was a time consuming and difficult process since the notes were difficult to retrieve
from medical records and the data which was required to complete the audit was
missing. The data from this audit found that in most cases the management of the
patient did not meet the standards set by the interprofessional audit group. The
exception being that 100% of physiotherapy therapy assessments were documented and
evaluated in the multidisciplinary notes within the time frame of the integrated care
pathway. In addition 100% of nursing documentation assessed and evaluated the risk for
pressure care, assessed and reassessed pain, assessed and reassessed the patients
nutrition needs.
The data from the two audits are presented in tables 9 to 14.1. It was extremely difficult
to ascertain whether liaison occurred between the orthopaedic and the elder care
department due to the absence of documentation in both audits and this data has not
been tabulated.
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Table 9 : Audit of medical documentation between October 1997 and
December 1997
Yes	 No
Social History pre-op 4 6
Cognitive pre-op 0 11
Function pre-op 3 7
Table 9.1: Audit of medical documentation between November 1998 and
January 1999
Yes	 No
Social History pre-op 13 0
Cognitive pre-op 13 0
Function pre-op 13 0
Table 10: Audit of nursing documentation between October1997 and
December 1997
Yes	 No	 Incom lete
Risk for pressure care assessed 11 0 0
Evidence of re-assessment 11 0 0
Pain assessed 11 0 0
Evidence of reassessment 11 0 0
Nutrition risk assessed 11 0 0
Evidence of reassessment 11 0 0
Social history recorded 4 1 6
Pre-admission primary care re-corded 4 7 0
Functional history re-corded 2 5 4
Table 10.1: Audit of nursing documentation between November 1998 and
January 1999
Yes	 No	 Incomplete
Risk for pressure care assessed 13 0 0
Evidence of reassessment 13 0 0
Pain assessed 13 0 0
Evidence of reassessment 13 0 0
Nutrition risk assessed 13 0 0
Evidence of reassessment 13 0 0
Social history recorded 13 0 0
Pre-admission primary care recorded 13 0 0
Functional history recorded 13 0 0
Table 11: Audit of occupational therapy documentation between October 1997 and
December 1997
Yes	 No	 N/A
Referral actioned time frame of ICP 3 7 1
Functional Ability of ICP 0 10 1
Evidence of reassessment 1 9 1
Table 11.1: Audit of occupational therapy documentation between November 1998
and January 1999
Yes	 No	 N/A
Referral actioned time frame of ICP 8 4
Functional Ability of ICP 11 2
Evidence of reassessment 9 3
Table 12 : Audit of care management documentation between October 1997 and
December 1997
Yes
	 No	 N/A
Care Plan recorded in notes 3 6 2
Care Plan re-evaluated in notes 2 7 2
Referral actioned within time frame ICP 2 9 0
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Table 12.1 : Audit of care management documentation between November 1998
and January 1999
Yes	 No	 N/A
Care Plan recorded in notes 5 0 8
Care Plan re-evaluated in notes 5 0 8
Referral actioned within time frame ICP 5 0 8
Table 13 : Audit of physiotherapy documentation between October 1997
and December 1997
Yes	 No
Mobility within time frame of 1CP 11 0	 1
Evidence of reassessment 11 0
Transfers within time frame of ICP 11 0
Evidence of reassessment 11 0
Table 13.1 : Audit of physiotherapy documentation between November 1998
and January 1999
Yes	 No
Mobility within time frame of 1CP 13 0
Evidence of reassessment 13 0
Transfers within time frame of ICP 13 0
Evidence of reassessment 13 0
Table 14 : Audit of discharge and multidisciplinary collaboration between
October 1997 and December 1997
Yes No
Evidence of discharge plans made within 48 hrs 1 10
Evidence of multidisciplinary goals documented 5 6
Patient consent to discharge transfer recorded 5 6
Evidence of discharge education 5 7
Date of Discharge recorded in notes 6 5
Carer Family Consent Recorded 5 6
Professional Consent Recorded 0 11
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Table 14.1 : Table of discharge and multidisciplinary collaboration between
November 1998 and January 1999
Yes	 No
Evidence of discharge plans made within 48 hrs 12 0
Evidence of multidisciplinary goals documented 7 6
Patient consent to discharge/transfer recorded 5 8
Evidence of discharge education 13 0
Date of Discharge recorded in notes 12 1
Carer / Family Consent Recorded 5 8
Professional Consent Recorded 3 7
Stage seven : Monitor effect of change
The data in the interprofessional discharge model was audited and able to demonstrate
that many of the standards were now met. Furthermore there was a reduction in the
length of stay. The average length of stay between October 1997 and December 1997
was 21 days. The audit between November 1998 and January 1999 demonstrated that
there was a reduction in the length of stay by 4 days to 17 days. A staff nurse
commented on the impact which integrated care pathways made to the quality of care:
Ifyou compare some of the patients with other problems you notice much more
with the new ICPs that things are done much more thoroughly and that people
do work together better than ifa patient came in with a different problem'
Prior to the implementation of the model it had been difficult to ascertain whether the
occupational therapy assessment occurred within the time frame of the integrated care
pathway and that care had been re-evaluated. The data from the audit October 1997 and
December 1997 found that in 10 cases (90%) an occupational therapy assessment was
not documented in the medical notes, and in 9 cases (81%) it was not possible to
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determine whether reassessment had occurred (Table 11). The implementation of the
new model was able to demonstrated that in 9 cases (70%) there was evidence of re-
assessment and in 11 cases (85%) the assessment was documented in the
interdisciplinary notes (Table 11.1). In addition the data from both audits demonstrated
that physiotherapists (Table 13 and 13.1) assessed mobility within the time of the
integrated care pathway and re-assessed care (100%). It was observed that the integrated
care pathway was rarely completed by doctors and that only after two or three days
would an entry be made. In addition it was observed that parts of the nursing section
were rarely completed, however it was later established that that nurses usually evaluate
care at the end of the day. However this can cause confusion regarding whether tasks
had been completed.
The interprofessional social form was also the referral form for social services which
would be faxed within three days of the patient's admission. The care manager praised
the detail on the form, however it had little impact on the discharge process since the
care management assessment did not begin until day eight and usually only liaising with
the occupational therapist. The data from the audit between October 1997 and December
1997 demonstrated that only 3 (50%) of care managers assessments were documented in
the notes (Table 12). The implementation of the new model both of this figure increased
to 100% (Table 12.1)
Patient focused care 
The evidence from the audit which occurred between October 1997 and December 1997
demonstrated that the patient's and carer's consent (Table 14) for the discharge was
only recorded in 5 cases (45%) However with the implementation of the new model
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(Table 14.1) this figure decreased further to 38% (5 cases). The data from the audit
between October 1997 and December 1997 found that discharge education occurred in 5
cases (45%) of patients however this did improve considerably (100%) with the
introduction of the new model (Table 14 and 14.1).
Interprofessional collaboration
It is suggested that dividing tasks under the different professional heading did not
appear to encourage professionals to integrate skills. Nurses frequently asked the
researcher whether they were allowed to write in the physiotherapist 's section if they
had assessed the patients mobility and one staff nurse uttered frustration that discharges
were delayed because professionals were still unwilling to share roles stating that they
were unable to assess whether a patient could make a sandwich '... We can't assess
whether they can make a sandwich and those sort of monotonous things.' It would be
interesting to compare an outcome of an kitchen assessment performed by a nurse and
an occupational therapist.
Professionals who were confident with their assessment and role are content to discuss
and share care, however goals were rarely recorded. It is suggested that some
professionals had difficulty accepting this concept. For example improving the patients
confidence is a interprofessional goal which could be incorporated into the care of the
patient in a number of ways but nurses and occupational therapists perceived it as a time
consuming process while another occupational therapist felt that occupational therapists
wished to maintain their own notes in order to retain their professional identity:
'.... I think it is trying to keep a professional identity..., they are so scared that
OTs are frowned upon and laughed at.... I think it is more of a rebellion they
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(occupational therapists)feel that .. something has been taken away from
them... they have less control over what is going on ... or whether people don't
like change.... I think it halts communication'
Furthermore professionals were reluctant to discuss and educate members of the team
about their role, attended meetings and ward rounds without in-depth knowledge about
the patient particularly as the professional managing the patients care were often not
present. A staff nurse was of the opinion that goals should not be recorded unless 'The
patient actually falls out of the integrated care pathway' whilst another argued that the
variances were in fact the goals and the treatment plan for the patient.
The data from the audit which occurred between October 1997 and December 1997
found that in 5 cases (45%) was there evidence of joint goals being set and care manager
documenting their assessment in the notes. The data from the audit which occurred
between November 1998 and January 1999 found that this only occurred in only 7
cases (53%). An analysis of the variances demonstrated that interprofessional
differences in the management of the patient caused discharge delays. One discharge
was delayed due to a conflict of opinion between the occupational therapist and
physiotherapist regarding a patient's level of mobility, another was delayed by a
difference of opinion between the patient, their family and members of the team. A staff
nurse highlighted these differences by reporting that 'Some patients who don't need very
much are being held back because they are being offered too much.'
Organisational aspects
It is significant that discharges were not delayed by social services, however there were
many organisational causes of delays such as waiting for test results and x-rays.
Discharge planning and interprofessional working is dependent on efficient and
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effective central services being in place. An analysis of the variances demonstrated that
the new model enabled patients requiring the input of an elder care team to be
appropriately referred. It identified those patients who were out of area who could be
transferred to their local hospital. The data from the audit which occun,d between
November 1998 - January 1999 showed that six patients (46%) were local residents.
Similarly the data from the audit which occurred between October - December 1997
showed that only 3 patients were local residents. The remaining patients were either
residents of other London boroughs or tourists. Considerable delays were caused by the
refusal of occupational therapists to perform home visits on patients out of the trusts
catchment area. The allocation of one occupational therapist and designated care
managers to manage patients with a fractured neck of femur only was extremely
successful as it enabled the practitioners to build working partnerships. But this model
could not be universally adopted due to bed management problems in the trust. Patients
were not transferred directly to the trauma ward which often resulted in the patient being
managed by a team who did not understand the interprofessional model. Lack of
weekend working contributed to discharge delays with the interprofessional audit
demonstrating that on average four days were lost per admission due to the
unavailability of occupational therapists and physiotherapists. One occupational
therapist was adamant that on trauma wards therapy should be continuous `... Yes ....
because with trauma you cannot predict.. You cannot say it is going to happen Monday
so we will have to do something about it on Friday.' In addition the audit highlighted
long delays occurred as a result of equipment provision. A staff nurse expressed her
frustration with the lack of forward planning:
' Most of the people on the ICP are going to need the same sort of equipment
and that has not been recognised ... maybe have a base where they can get this
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equipment and pay back or whether this equipment is ordered in or some-
thing.... I think the system isn't learning from what it knows.'
Conflict management
There was little evidence of the team openly discussing the management of the patient.
However the introduction of the model rather than reducing conflict exacerbated it since
professionals were increasingly aware of why discharge delays were occurring `.. It has
highlighted areas that are lacking .. areas were we can improve and areas that people
actually haven't paid attention to.. ' (staff nurse). Whilst another stated:
The OT s they were frustrating because there was .. there is such a barrier there
and whenever anything is questioned what is written - you can't get through
but I think that is more deep seated then just this ICP. .. '
Education
There was considerable evidence that professionals were still adjusting to the changes in
practice. There was a need for continuing education since the team is changing
continuously and having gained confidence using the new model they moved on.
Furthermore the medical teams and other specialities who may be asked to review the
patient had not been instructed on how to use the care pathways and therefore their entry
was not recorded on the correct page which lead to confusion as to whether they had
actually assessed the patient.
Interprofessional assessment form
The interprofessional model resulted in discharge planning beginning as soon as the
patient arrived in the accident and emergency department. The data from the audit
between October 1997 and December 1997 found that in only 1 case (9%) was there
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evidence that discharge plans had been made within 48 hours of admission (Table 6).
This improved dramatically to 100% when the notes were reaudited (Table 6.1) The
interprofessional social and functional history form was viewed positively by all the
professionals. The audit performed from October 1997 to December 1997 demonstrated
that in the medical notes the social history was recorded in 4 instances (36%), cognition
in zero cases (0%) and function in 2 instances (27%). In the nursing notes the social and
primary care history were not recorded in 7 cases (63 %) and only 2 sets (18%) fully
recorded the functional history (Table 10). The audit of the new discharge model
demonstrated that all three components (Table 10.1) were recorded in all instances
(100%).
It was observed by the researcher that even though this information was readily
available the social history was rarely asked for or volunteered on ward rounds. This
suggests that professionals are still not confident with giving the social history. Thus
decisions are being made in isolation. A staff nurse expressed her disinterest in the
social history ' Well I don't read it because it is already done... until the OT asks me.
Whilst another staff nurse stated that time prevented nurses from reading the assessment
' Ifyou actually get time to read it then yeah you have got a good mental picture
but there never seems to be that time ... whether the nurse actually knows it is a
different story.'
Furthermore at ward rounds the occupational therapist managing the patient was not
present to give and receive information.
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Interprofessional communication
In theory integrated notes and integrated care pathways should improve the
communication process however one care manager reported that he only really read the
occupational therapists' entries in the integrated notes. Integrated care pathways were
criticised by staff nurses for not acknowledging that patients are individuals and for
being prescriptive ' I think that those ICPs treat you like you are a bit thick so.... you
don't need to show initiative., they are so regimented' (staff nurse). Although one staff
nurse reported that they were extremely helpful in educating junior nurses and ensure
that there is continuity `.. I don't think it is degrading I think it is a good check-list'.
A care manager remained critical of the fact that professionals did not make the effort to
update him on the progress of the patient. Thus integrated care notes whilst evaluating
care through the variances are still dependent on professionals participating in
interprofessional communication. If this does not occur then delays in the process
occur:
To a greater extent I have to go looking for the information .... It is not like
people very call me and say the OT did the home visit and this was the result...
some times the OT will actually call me because we work quite closely with the
OT but you don't get really any other communication from anybody else.... We
are the ones who have to wait basically until everyone else has their stuff done
before we can really do our part ... .... and yet they don't really tell me that they
are done.. and i f I don't come regularly looking to find that out then I wouldn't
know...'
If integrated notes are not completed correctly by professionals the management of the
patient may become unsound, disorganised and fragmented `.... When it is done right it
works.... ' (staff nurse). This increases the risk of litigation especially when professionals
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forget to sign parts of the integrated care pathway. This tended to occur when the ward
was particularly busy as documentation would be completed at the end of each shift and
caused notable confusion when a patient reached the end of the integrated care pathway.
This was observed by the researcher and reported by a staff nurse who asked the
question `..So where do we go from here ? '
Three staff nurses in orthopaedics accused doctors and occupational therapists of not
competing the integrated care pathways which resulted in communication becoming
fragmented. Members of the team would not write the patient's name and date on the
top of the page or on the correct page which resulted in nurses having to search for the
documentation (staff nurse). A staff nurse and occupational therapist reported that the
integrated care pathways should be bound as they fall out of the folder ' ... Continually
trying to look for things is really frustrating' (occupational therapist).
A staff nurse commented that there was still duplication since nurses would write on
the integrated care pathway and then on a separate piece of paper. Professionals
complained that other professionals used jargon and abbreviations which was often
difficult to understand by all members of the multidisciplinary team. One occupational
therapist criticised occupational therapy language as meaningless 'Which doesn't
promote communication at all.' In contrast a staff nurse reported that she did not have
any problem with abbreviations.
The concept of shared care was undermined by the fact that dividers appeared to
segregate nursing documentation within the booklet. It was observed that large gaps
occurred in the documentation as doctors did not record in the notes each day. There
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was considerable anger that the occupational therapists were still maintaining their own
notes and not cooperating with the study. A locum occupational therapist who had no
experience of the level of communication prior to the implementation of the model was
critical of the communication process:
`.. I think that there is too much effort towards communication that is ineffective
so it needs some more effective communication.... It needs to be done in a way
which is more focused rather than in bits and pieces.... Less meetings and more
effective meetings.... .. but I think there should be an outcome rather than having
handovers with OT and handovers with the physios on top of that because that
is wasting time... so it should be one of each rather then bits and pieces.'
Another occupational therapist was critical of the decision not to become ward based
and was of the opinion that communication and socialisation improved one's
professional status:
`...Ifyou combine yourself with the multidisciplinary team then you get more
respect and more communication and more socialisation as well.., because if
you can socialise with these people then you can communicate with these
people.'
The importance of building a rapport with team members was emphasised by a care
manager who reported that professionals were not helpful on wards where a rapport had
not been developed. It was observed that the nursing handover still remained
problematic. This was confirmed by a staff nurse reported that it was time consuming
having to stop for handover to the occupational therapist or the physiotherapist.
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Make plan for next stage of action.
The introduction of the new model enabled professionals to implement what was
perceived as best practice. This model is a developmental model and will change as the
team grows in maturity and security. The action research group had to decide whether
they should continue using the model in its present form, return to the previous model or
to make modifications based on the research data. Thus it was decided to make changes
to the model to improve practice which would then need to be evaluated (refer to
appendix thirteen). The model should be evaluated every six weeks with each member
of the team taking responsibility to present and publish the data. The following changes
plans were made in regards to the findings of the research :-
(1) It was as agreed to explore the option of further skills mixing and funding
has been secured. For example could other members of the team perform
environmental home visits? Funding has also been secured for a
professional to continue completing the interprofessional discharge
assessment form. This is a rotational post with the emphasis on
training so that professionals can learn and develop both discharge and
team playing skills.
(2) Further work needs to be performed to overcome the organisational
problems which cause discharge delays such as the wait for x-ray results,
shortage of orthopaedic beds on trauma wards and delays in the
provision and installation of equipment. The occupational therapy
department has applied for additional funding for an therapist to perform
home visits outside of the trust's catchment area.
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(3) Further research needs to be commissioned to investigate the nursing
handover process and its effects on interprofessional communication.
(4) Further research and work needs to be commissioned to determine how
users' opinions can be collated and to develop, implement and evaluate a
patient integrated care pathway
(5) Occupational therapists need to reflect on the use integrated care notes
and the organisational aspects of the service. Particularly in light of the
fact that the care management assessment will not begin until the
occupational therapist assessment is completed.
(6) A glossary of accepted terms needs to be agreed to make the booklet
more user friendly. It was also agreed to use a different folder, number
the pages and print the booklet in future.
(7) Patient goals must be documented, however rather than setting
goals for each specific day the goals will be written at the front of
the booklet and evaluated at the elder care / orthopaedics meeting.
(8) The team needs to determine whether multidisciplinary consultant led
ward rounds are the most effective way to exchange information. For
example as social issues are still not being discussed then the format of
the ward round could be changed to include a social meeting before or
after the ward round. It is essential to ascertain the perception of patients.
(9) It was acknowledged that training must be on-going. Action learning is a
way to promote collaboration and the ethos of the model. Its aims is to
prompt change through shared learning and understanding which
leads to action. This involved professionals coming together to learn
and understand. They usually share common problems associated with
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the workplace, and the process often leads to resolution of problems
(Jenkins and White 1994).
Discussion
The model can only be generalised to patients with fractured neck of femurs although it
is anticipated that a similar format with different integrated care pathways could be
adopted for other clinical conditions. The interprofessional discharge model was able to
incorporate all the different professionals, agencies and specialities in order to facilitate
interprofessional working. It is suggested that the audit tool, the variances and the key
informant interview technique are means of demonstrating improved outcomes but not
as a tool for measuring or ensuring improvements in the team process. Furthermore the
analysis of the variances have enabled members of the team to evaluate current practice
and to question current practice.
The opinions expressed by the Delphi panel members regarding the implementation of
aspects of the discharge model were remarkably accurate and more importantly honest
and will be discussed in relation to the findings of the action research study. By
integrating practice there was a considerable improvement in the quality of the
management of patients and a reduction in the length of stay with the model having
potential benefits both for the patient, professionals and the organisation. However a
cost-benefit analysis needs to be performed to ascertain the cost effectiveness of the
model as this is used in decision making about whether to introduce (or maintain) a
particular service (Allen and Beecham 1993). The principles underlying cost-benefit
analysis are that the service should be implemented only where benefits exceeds costs.
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The Delphi experts regarded it as highly desirable, very important and definitely feasible
that a structured format of communicating and documenting the social history should be
introduced at the nursing handover; Interdisciplinary notes could be developed to
improve documentation. Integrated documentation is a necessity for collaboration and
ensure that care is coordinated. However if they are not implemented successfully then it
will lead to fragmentation of care with detrimental effects. The literature suggests that
patient focused care reduces re-admission rates, medication errors, complication rates,
improvement in patient, carers and professionals satisfaction (Booz-Allen and Hamilton
1990, Black and Garside 1994, Greene 1994). The Health Care Advisory Board (1992)
states that one of the best arguments for patient-focused care is that of reduced costs
due to a decrease in the patient's length of stay. Although Garside (1993) interviewed
chief executives and found that most were expecting quality improvements. It is also
important to note that most of the studies have been written by key patient focused
supporters and that most of the literature is not empirically based (Hurst 1995). It is
important to take into account the differences between the structure and process of
North American and United Kingdom health care, and funding extrapolates from North
America should be viewed cautiously. Black and Garside (1994) have suggested that
owing to the lack of financial evidence and the unpopularity of cuts with professionals
the concept of patient care should not be advertised as way of saving money. Indeed
Booz-Allen and Hamilton (1990) have suggested that increased capital costs with staff
cost savings is likely to produce a neutral cost balance, or even cost savings over the life
of the hospital
A major barrier to interprofessional teamwork is the failure of professionals to regard
themselves as members of a team. It was regarded as desirable, important but probably
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not feasible that team members should meet once a day at the same time to discuss
referrals and discharge problems. There was no evidence of this occurring. It is
suggested that occupational therapists regard interprofessional working as a means
which will undermine their status and identity within the team even though this many
have detrimental effects on the care of the patient. Furthermore there was a reluctance to
be based in the same building as colleagues which would allow for easier face to face
interaction and therefore the potential for increased collaboration.
The variances enabled other professionals to understand how a decision has been
formulated and is able to identify and highlight problems. The model can only assist
with decision making since the quality of the documentation recorded in the notes is
dependent on the skills of each individual professional. Furthermore the failure to record
goals is an indication that the team has no clear purpose and that team members have
different expectations.
Whilst team members received training about the model they did not have the advantage
of team training. Maintaining the team is extremely difficult due to the number of
rotations which occur and the use of agency staff. Similarly Meyer (1993) raised
questions whether it was possible to introduced changes in one ward with an ever-
changing work-force. The model alone cannot equip professionals with the skills to
become competent team players. Furthermore clinical audit does not measure the
competence of professionals. Educational establishments must equip students with the
necessary skills which will enable them to become competent interprofessional
practitioners. Furthermore these skills should be nurtured and developed as
professionals gain in expertise. Newton (1995) reported that the success of her action
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research project was dependent on successful collaboration and that after one year there
was poor use of some parts of the system, although subsequent audits showed further
significant improvements.
There was little evidence of improved interprofessional relationships, particularly as the
occupational therapists only chose to partially cooperate. It is difficult to draw a line
between encouraging professionals to collaborate and making them participate in a
process. Although government legislation should be a driving force in this process to
encourage and facilitate interprofessional working. The model is designed to act as a
catalyst to encourage interprofessional working and it will not be successful unless
professionals are committed to the process. It is dependent on professionals possessing
excellent communication skills and being willing and able to integrate practice.
Furthermore the model will not enable professionals to become experts in the discharge
process although it may increase their understanding and knowledge of the process.
The ideology of the model is dependent on professionals and organisations adopting
patient focused care as part of the culture of the organisation. However professionals
failed to place patients at the centre of the discharge process despite this being engraved
in health care legislation and professional codes of conduct. This contrasted with the
data from the Delphi study which regarded it as highly desirable, very important and
definitely feasible that patient and or relatives should be given an information sheet and
consent form regarding discharge to elder care. Many of the problems which were
reported as influencing the discharge planning were identified by the research but need
to be resolved at a trust level, such as weekend working and delays in investigations.
The Delphi study panel concluded that it was regarded as very important, highly
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desirable which may or may not be feasible that weekends should be regarded as a
normal working day for care managers, occupational therapists and physiotherapists.
The interprofessional discharge model does not alleviate the pressures and constraints of
working in the acute environment. Few organisations find themselves in a environment
that is not in a constant state of flux, and factors such as time and the shortage of acute
hospital beds have a direct impact on the discharge process. However the
interprofessional discharge model does enable professionals to identify why discharge
delays have occurred, assists with time management and improves communication
patterns
Successful interprofessional practice remains dependent on the skills of the
professionals involved within the process. The content and outcomes of
multidisciplinary team meetings are dependent on its members giving and receiving
information. There was a failure to set, record and evaluate goals although the Delphi
panel members did regard it as a task which may or may not be feasible to implement.
Furthermore the failure to read the social history further demonstrates the low priority
assigned to this part of the discharge process. Practitioners were still reluctant to use
these meetings as a forum to discuss and debate the management of the patient and it is
suggested that many of the problems identified in the research study are still present and
that the multidisciplinary orchestration game is still in progress.
Action research is a time consuming process requiring 100% commitment from the
action researcher. The researcher must have a vision of the change which is required and
must be able to lead, motivate and inspire professionals of all status and convince them
that through joint working and interprofessional collaboration they can achieve change.
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However it is suggested that when instigating change in the health service researchers
will need to begin the change process at the centre of care focus of relationship building,
and let professionals drive the design even though the researcher may find him or herself
challenging assumptions. Researchers must invest time in people as the instigators of
the change process, be problem solvers, be able to place their own ideas and ambitions
to one side and listen to the fears, ideas and opinions of practitioners. Finally they must
be patient if change is slow.
Conclusion
It is suggested that the successful interprofessional team care is dependent on successful
management of change. Whilst action research takes time to implement changes in
practice its flexible approach allows researchers to attend to issues as they arise and
equips professionals to manage interprofessional problems. The interprofessional
discharge model whilst significantly reducing the length of stay will not break down
professional boundaries unless there is a real commitment to interprofessional
teamwork. Interprofessional collaboration requires an investment in people and in
progress. However effective change takes time and is a developmental process thus
individuals cannot become interprofessional practitioners overnight. The success of the
discharge process is dependent on the skills and expertise which the model can only
encourage. Furthermore support systems which do not function effectively severely
impedes both the discharge process and interprofessional relationships. There is little
evidence of patients' consent and opinions being listened to which suggests that
professionals are not adopting patient focused care. Furthermore the failure to record
goals demonstrates that the team members have different aims. If goals were
documented then this could be a useful outcome measure to determine the effectiveness
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of the team. Implementing an interprofessional discharge model is time consuming and
whilst there has been a reduction in the length of stay there is little evidence that
support, trust openness, cooperation, and conflict management has improved.
If interprofessional working is to be encouraged then trusts need to acknowledge that
individuals must be appointed to train and develop professionals. Furthermore the
failure to implement this model successfully will lead to fragmentation of care. Thus it
is suggested that one needs to establish whether multidisciplinary teams are the most
effective strategy for managing discharge in the acute setting. If interprofessional
working is to be implemented successfully then professionals must place the needs of
the patient first, stop withholding information and use multidisciplinary meetings as a
forum to discuss the future management of the patient. A partnership between patients
and practitioners is increasingly important as many clinical decisions depend on patients
making informed choices. Finally they must make a real commitment to this process, be
able to state their opinions freely, be willing to share information, set goals with both
the patient and other members of the team and be able to understand the value base of
other professionals.
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CHAPTER SEVEN
A DISCUSSION OF THE FINDINGS
Major findings of the study
The data from the research suggests that multidisciplinary teams no longer serve as tool
for rich interaction but are used as a mechanism to coordinate assessments. However all
the professionals who were interviewed were able to define this concept. The discharge
process is dependent on the interprofessional process and it is suggested that only by
teams integrating practice, sharing goals and skills, expertise and recognising the
distinctive roles of its members will this process improve. Thus the data from the
research findings agree with the findings of Kane (1983), Booz-Allen and Hamilton
(1990), Audit Commission (1992), Black and Garside (1994). Communication was
regarded as a time consuming activity and one which was not regarded as a priority task
which support the findings of Gilmore et al (1974).
This study suggests that therapists, care managers and nurses are reluctance to voice
their opinions in the multidisciplinary team and thus conformity dominates its culture.
This is referred to as the 'multidisciplinary orchestration game.' It is different from the
doctor-nurse game (Stein 1967) since professionals are choosing not to participate. The
data supports the findings of Busby and Gilchrist (1992) and Mallik (1992) who found
that nurses on medical ward rounds answered doctors questions only as opposed to
giving unsolicited information. Furthermore there appears to be a reluctance to discuss
social issues at team meetings which support the findings of Fewtrell and Toms (1985)
and Rintala (1986). Those professionals who state an opinion which is not compatible
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with other team members may be scapegoated. Thus teams may be implementing the
group think concept which occurs when group members do not voice alternative
opinions and result in the group making mistakes which could have been avoided (Janis
1972). Thus the data from the research supports the opinion of the Central Council for
the Education of Training of Social Workers (1989) who emphasise the positive aspects
of conflict. Despite the implementation of the interprofessional discharge model
professionals were still reluctant to give information surrounding the patients' social
history. The most destructive element of interprofessional working may be denying the
existence of conflict, and the subsequent failure to give unsolicited information.
A number of significant findings from the in-depth interviews using the critical incident
approach and the Bales Interaction Analysis were that:
(1) Multidisciplinay teams no longer serve as a tool for rich interaction but
are used as mechanism to coordinate assessments.
(2) The composition of the team influences the outcome of interprofessional
working and the discharge process.
(3) Discharge and team playing skills are usually obtained only after
professional qualification.
(4) Therapists, managers and nurses are reluctant to voice their
opinions in the multidisciplinary team since conformity dominates its
culture.
(5) Health and social care professionals are unable or often unwilling to
rationalise how a decision has been formulated
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(6) Decision making does not occur within team meetings, as its members
choose not to participate or to challenge decisions by arriving ill-
equipped with information and or by choosing to remain silent.
(7) The social aspects of the discharge process are often ignored or
neglected. This is also reflected in multidisciplinary meetings where
health care professionals are reluctant to discuss social issues.
(8) Assessments are rarely coordinated, evaluated, nor joint goals set.
(9) The culture and organisation of a hospital can have a significant effect on
interprofessional behaviour and the delivery of care.
(10) There is not real commitment to the patient focused concept.
(11) The maintenance and development of interprofessional relationships
is further complicated by the location of professionals, and hospital
rotations which encourage segregation rather than integration.
(12) Communication is hindered by professionals insisting on maintaining
their own notes which leads to duplication and hinder coordination and
continuity. Good communicators were regarded as professionals who
did not need to be chased or badgered.
(13) Time was reported to be the big0st barrier which influenced
interprofessional communication since there were many other priority
tasks.
(14) Professionals felt under pressure to conform to the wishes of the team
and not to be seen as obstructing the discharge process.
(15) If conflict within the team is not resolved or confronted then
individuals will become apathetic and uninvolved in the meeting.
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(16) Professionals are concerned with raising their own profile and status
within the team.
(17) Patients are not fully involved in discharge decision making and their
consent is rarely recorded.
The implementation of the new interprofessional discharge model using action research
demonstrated that:
(1) The opinions expressed by Delphi panel members, regarding the
implementation of aspects of the discharge model, were remarkably
accurate
(2) By integrating practice there was a consIderable jmprovement )12 the
quality of the management of patients and a reduction in the length of
stay
(3) Integrated documentation is a necessity for collaboration and ensures
that care is coordinated. However if they are not implemented
successfully then it will lead to fragmentation of care with detrimental
effects.
(4) A major barrier to interprofessional teamwork is the failure of
professionals to regard themselves as members of a multidisciplinary
team.
(5) The model can only assist with decision making as the quality of the
documentation recorded in the notes is dependent on the skills of each
individual professional.
(6) Professionals failed to set, monitor and evaluate goals.
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(7) The model alone cannot equip professionals with the skills to become
competent team players.
(8) Clinical audit does not measure the competence of professionals
(9) There was little evidence of improved interprofessional relationships,
particularly as the occupational therapists only chose to partially
cooperate. It is difficult to draw a line between encouraging
professionals to collaborate and making them participate in a process.
(10) The model will not enable professionals to become experts in the
discharge process although it may increase their understanding and
knowledge of the process.
(11) Professionals failed to place patients at the centre of the discharge
process.
(12) The interprofessional discharge model does not alleviate the pressures
and constraints of working in the acute environment.
(13) The interprofessional discharge model enabled professionals to identify
why discharge delays occurred, to assist with time management and
improved communication patterns
(14) Interprofessional practice remains dependent on the skills of individual
practitioners.
(15) Professionals were still reluctant to use the multidisciplinary meetings
as a forum to discuss and debate the management of the patient. Hence
the multidisciplinary orchestration game is still in progress.
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Overall Recommendations
(1) The term interprofessional should replace multidisciplinary and should
only be adopted when three or more different health and social care
professionals interact, documentation is integrated and values, goals
and skills are shared.
(2) Interprofessional education should be an integral part of health and
social care training which should include joint sessions on
discharge planning, roles, conflict, and negotiation strategies.
(3) Professionals have a professional and ethical duty to give both
information, state their professional opinion and ensure that other
members, who express alternative views, are not made into
scapegoats.
Specific recommendations
(1) Interprofessional training programmes need to be developed for junior
and senior professionals in order to ensure team play and discharge
skills. This need to be an on-going process.
(2) Trusts and educational establishments should develop competence
levels to ensure that professionals have the necessary skills to plan a
discharge and work as a member of the team.
(3) Professionals must take responsibility for being effective and
responsible team players which involves taking part in initiatives to
improve interprofessional practice
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(4) Multidisciplinary teams must be used as forum to discuss the
management of the patient, evaluate practice and set goals.
(5) The team needs a leader who supports facilitation and not control.
The type and the amount of group interaction can be enhanced by the
leader of the team.
(6) The social history must be regarded as an integral part of the discharge
process.
(7) Fixed roles must be dispensed with and roles must be flexible to
respond to patients needs.
(8) Interprofessional and patient focused goals must be stated, evaluated
and reset to evaluate the effectiveness of the team.
(9) The discharge process and interprofessional working are dependent
on the expertise of its members and thus team must ensure that skills
are nurtured and developed
Potential research topics for future consideration
(1) A long term study should be undertaken to measure whether the spirit
of the interprofessional discharge model is maintained and developed.
(2) A study should be undertaken to assess which skills can be shared and
whether skill mixing is actually cost effective and produces quality
improvements
(3) A study needs to be undertaken to evaluate all the discharge schemes
and to compare the data with hospitals across the country who do not
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initiate such schemes. Furthermore the role of discharge coordinator
and their role, particularly regarding team interactions and on
discharge skills, needs to be explored
(4) Long term studies need to be undertaken to follow up elder care patients
who are discharged from hospital.
(5) The study design should be repeated across the United Kingdom to
further validate the research findings
(6) The results obtained form the study suggests that occupational
therapists and care managers are professionals who share core skills and
who are interdependent on one another. Further research should be
commissioned to determine whether these two professions should be
dual trained.
(7) Further research must be commissioned to investigate the nursing
handover process
(8) Further research must should be undertaken to determine the benefits
of therapists and care managers working weekends and adopting
nursing shift patterns.
(9) Further work must be undertaken to determine how the likes and
dislikes of elderly people should be collated
(10) Research must be commissioned to ascertain how practitioners should
involve patients in discharge decision making.
This study has highlighted that successful discharge planning and interprofessional
working is dependent on practitioners who have vision, commitment, confidence,
expertise, energy and experience of discharge and team issues. Furthermore whilst
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doctors continue to have overall clinical responsibility for the care of the individual
patients they must ensure that all professionals are able to voice their opinions freely
without fear of being scapegoated. The implementation of the new interprofessional
model is a positive contribution to improving discharge planning and team working
within the acute setting. The model has highlighted that complexities surround
interprofessional working and that professionals need support and education to become
skilled team players. It is extremely encouraging and rewarding to know that
professionals are continuing to use the data from this research to explore and develop
interprofessional working. Hence interprofessional working may be moving into a new
dimension and adopting the principles of the 'third way.'
309
REFERENCES
Abel. R (1979) The rise of professionalism British Journal of Law and Society
Vol 6, No 1, pp 82-96
Adams. A and Bond. S (1997) Clinical Speciality and Organisational Features of
Acute Hospital Ward Journal of Advanced Nursing Vol 26, No 6, pp 1158- 1167
Adelman. C (1989) The Practical Ethic Takes Priority over Methodology in W. Can
(Editor) Quality in Teaching : Arguments For a Reflective Profession Falmer
London
Age Concern (1995) Hospital Afterthought Support for Older People Discharged
from Hospital Age Concern : London.
Aitken- Swan, J and Easson, E.0 (1959) Reactions of Cancer Patients on being told
their diagnosis British Medical Journal Vol 1, pp 779-793
Alaszewaki. A and Cantab (1977) Doctors and Paramedic Workers - The Changing
Pattern of Interprofessional Relations Health and Social Services Journal
Vol CLXXXXVIII, No 4562, pp Bl- B4
Alaszewaki. A and Melzer (1979) The Relationship Between Qualified and Unqualified
Workers in Health Care Sociology of Health and Illness Vol 1, No 4, pp 284-305
Al.Bashir. M and Armstrong. D (1991) Preferences of Healthy and Ill Patients for the
Style of General Practitioners Care: Implications for Workload and Financial Incentives
British Journal of General Practice Vol 41, No 432, pp 6-8
Aldrich. H (1979) Organisations and Environments Prentice-Hall : London
Allan. P
	
(1989) Nursing Education: A Luxuary or Necessity? in M. Jolly and P.
Allan (eds) Current Issues in Nursing Chapman and Hall : London
310
Allen. C and Beecham.J (1993) Costing Services: Ideals and Reality in A. Netton and
J.Beecham (Editors) Costing Community Care : Theory and Practice Ashgate
Publishing : Aldershot Arena
Alsop. A and Vigars. C (1998) Shared Learning. Joint Training Occupational Therapy
and Social Work British Journal of Occupational Therapy Vol 61, No 4, pp 146-152
American Hospital Association (1974) Discharge Planning for Discharge Planning
for Hospitals Hospital Publishing :Chicago
Appleyard. J and Maden. J.G (1979) Multidisciplinary Teams British Medical
Journal Vol 2, November 17, pp 1305-1307
Aradine. C.R and Hansen, M.F (1970) Interdisciplinary Teamwork in Family Health
Centre Care Nurse Clinics of North America Vol 5, No 4, pp 211- 222
Argyris. C (1970) Intervention Theory and Method: A Behavioural Science View
Addison-Wesley : Reading
Armitage. S.K (1983) Joint Working In Primary Health Care Nursing Times
Occassional Paper Vol 79, No 28, pp 75-78
Armitage. S.K (1985) Discharge Referrals - Who's Responsible? Nursing Times
Vol 81, No 8, pp 26-28
Ashley. J.S.A (1981) Inappropriate Useof Hospital Beds. A survey of Local
Investigation into the 'Blocked Bed' Problem Department of Community Health.
London School of Hygiene and Tropical Medicine: London
Atkinson. P (1981) The Clinical Experience. The Construction and Reconstruction
of Medical Reality Gower : Farnborough
Atkinson. P (1995) Medical Talk and Medical Work Sage : London
311
Atwal. A (1995) The Management of Falters Who Attend An Accident and
Emergency Department Unpublished MSc Thesis. SouthBank University : London
Audit Commission (1992a) Lying in Wait : The Use of Medical Beds in Acute
Hospitals HMSO: London
Audit Commission (1992b) Making Time for Patients A Handbook for Ward
Sisters HMSO : London
Audit Commission (1995a) United They Stand Coordinating Care for Elderly
Patients with a Hip Fracture HMSO: London
Audit Commission (1995b) A Study of Hospital Medical Records Setting the
Records Straight HMSO : London
Audit Commission (1997) The Coming of Age HMSO : London
Bachrach. P and Baratz. M.S (1962) Two Faces of Power American Political Science
Review Vol 56, pp 947-952
Badawi. M and Biamonti. B (1990) Social Work Practice in Health Care Woodhead-
Faulkner : Cambridge
Bakeman. R and Gottman. J.M (1986) Observing Interaction: An Introduction to
Sequential Analysis Cambridge University Press : Cambridge.
Baker. M (1994) Medicine, Maganimity or Management ? Developing Clinical Audit in
Yorkshire Medical Audit News Vol 4, No 2, pp 23-24
Bales. R.F (1950) Interactional Process Analysis Addison Wesley :Cambridge
Bales. R.F, Cohen. S.P and Williamson. S.A (1979) A System For The Multiple
Level Observation of Groups Free Press : New York
312
Barclay. J (1994) The History of the Chartered Society of Physiotherapy 1894 -
1994 Butterworth-Heinemann Ltd : Londom
Barking, Havering and Brentwood Community Council and Age Concern (1995) The
Experiences of OlderPeople On Discharge From Acute Hospitals Barking, Havering
and Brentwood Council and Age Concern
Barr. H (1994) Perspectives of Shared Learning CAIPE : London
Barton. A and Thomson. R (1993) Is Audit Bad Research? Audit Trends Vol, No 2,
pp 51-53
Bass. B.M (1980) Team Productivity and Individual Member Competence Small
Group Behaviour Vol 11, No 4, pp 431-504
Batchelor. I and McFarlane. J (1980) Multidisciplinary Clinical Teams Kings Fund
Project Paper : London
Bauman.S (1997) Life in Fragments: Essays in Postmodern Society Blackwell
London
Beard. M (1999) It's So Bad We Have to Fly in Filipino Nurses Evening Standard
January 5, pp 5-6
Becker. H.S (1970) Sociological Works Allen Lane : London
Beer. M and Eisenstatat. R.A (1990) Why Change Programs Don't Produce Change
Harvard Business Review November- December, pp158-166
Beer. M.H, Ouslander J.G, Rollinger. I, Reuben. D.B, Brooks. J, Beck. J.0 , Brooks.
(1991) Explicit Criteria for Determining Inappropriate Use in Nursing Home Residents
Archieves of Internal Medicine Vol 151, No 9, pp 1828-1832
313
Beisecker. A.L, Murden. R.A, Mulden. M.D, Moore W.P, Graham. D, Nemlig (1996)
Attitudes of Medical Students Primary Care Physicians Rearding Input of Older
Younger Patients in Medical Decisions Medical Care Vol 34, No2, pp 126-137
Belbin. M (1981) Management Teams, Why They Succeed or Fail Butterworth and
Heinemann :Oxford
Beller. E.K (1979) Early Intervention Programs in D.J.Osoksky (Editor) Handbook of
Infant Development pp 852-894 Wiley : New York
Bern. S.J (1975) Sex Role Consequence of Role Adaptability : One Consequence of
Psychological Androgyny Journal of Personality and Social Psychology Vol. 31,
pp 634-63
Bern. S. L (1985) Androgyny and Gender Schema Theory. A Conceptual Empirical
Integration Nebraska Symposium on Motivation Vol. 32, pp 179-226
Benner. P (1984) From Novice to Expert Excellence and Power in Clinical Nursing
Practice Addison-Wesley : California
Bennett. M, Smith. E, Millard. P (1995) The Right Person? The Right Place? An
Audit of the Appropriateness of Nursing Home Placements Post Community Care
Department of Geriatric Medicine St.George's Hospital Medical School : London
Benson. J (1975) The Interorganisational Network as a Political Economy
Administrative Science Quarterly Vol 20, No 2, June, pp 229-249
Beretta. R (1996) A Critical Review of the Delphi Technique Nurse Researcher
Vol 3, No 4, pp 79-89
Bergin.A and Strupp. H (1972) Changing Frontiers in the Science of Psychotherapy
Aldine : Chicago
314
Berkowitz, M.N and MaIon. W (1968) Intraprofessional Conflict Nursing Forum
Nol, pp 50-71
Bhopal. R and Thomson. R (1992) Medical Audit and Medical Research Quality in
Health Care Vol 1, No 2, pp 274-275
Biggs.S (1997) User Voice, Interprofessionalism and Postmodernity Journal of
Interprofessional Care Vol 11, No 2, pp195-204
Bines. H and Watson, J (1992) Developing Professional Education SHRE and Open -
University Press : Buckingham
Black. D (1990) How to do justice to discharge summaries Geriatric Medicine Vol 29,
No9, pp 9
Black. N (1994) Why we need qualitative research J. Epidemiol. Community Health
Vol 48, No 5, pp 425-426
Black. A and Garside. P (1994) Ready, Steady, Go Health Management Guide
Vol 104, No 5408, pp 2-10
Black. S.L, Taunton. R.L, Thomas. J.A, Krampitz. S.D, (1989) Evaluation of a Scale to
Assess Nurses Attitudes Towards Written Care Plans Applied Nursing Research
Vol 12, No2, pp 92-95
Blanchard. C.G, Labreque. M.S, Ruchdeschel. J.C, Blanchard. E.B, (1988) Information
and Decision Making Preference of Hospitalized Adult Cancer Patients Social Science
and Medicine Vol 27, No 11, pp 1139-1145
Blom-Cooper. L (1989) Occupational Therapy An Emerging Profession in Health
Care Duckworth : London
Blumenfield. S and Lowe. J.I (1987) A Template for Analysing Ethical Dilemmas in
Discharge Planning Health and Social Work Vol 12, Nol, pp 47-56
315
Booz, Allen and Hamilton (1990) Operational Restructuring: The Missing
Ingredient Booz, Allen and Hamilton : London
Boseley. S (1999a) Doctors Split Over Regular Skills Checks The Guardian
February 8, pp 10
Boseley. S (1999b) Not-So-Nice Dilemma The Guardian : Society February 10, pp 9
Boseley. S (1999c) Angry Doctors Say NHS is Failing The Guardian July 6, pp 1
Bowdler. D and Turner. C (1993) Inside, Community Care Training Community Care
February 25, pp 6-7
Bowling. A (1997) Research Methods in Health Open University Press : Buckingham
Bowling. A, and Betts, G (1984) Communication on Discharge Nursing Times
Vol. 80, Augusts15, pp 31-33
Bowsher. J. (1992) Path Model of Behavioral Competence, Perceived Situational
Control, and Psychological Well-being in Nursing Home Elders Paper presented at
the Southern Nursing Research Society : Nashville, Tennessee
Bowsher. J.E and Gerlack. M.J (1990 Personal Control and Other Determinants or
Psychological Well-being in Nursing Homes Elders Scholarly Inquiry For Nursing
Practice : An International Journal Vol 4, No 2, pp 91-102
Brannen. J (1992) Mixing Methods: Qualitative and Quantative Research Avebury :
London
Brannon. R.L (1996) Restructuring Hospital Nursing Reversing The Trend Toward
A Professional Workforce International Journal of Health Service Vol 24, No 4,
pp 43-654
316
Brent Social Services, (1991) Hospital Discharge and Continuing Care in Brent
Brent SSD : London
Brill. N.I (1976) Teamwork: Working Together In The Human Service Lippincott :
New York
Brindle. C (1998) Patients Losing Out to Paper The Guardian August 5, pp 5
Brindle. D (1999a) Worst Bed Wait for Beds Top 24 Hours The Guardian January 27,
PP 5
Brindle. D (1999b) New Twist to NHS Row on Rationing The Guardian Febuary 6,
PP 7
Brindle. D (1999c) The Price of Respecting Old Age The Guardian March 21, pp 9
British Geriatric Society for the Health of the Aged (1989) Joint Statement of
Professional Associations, Discharge to the Community of Elderly Patients in
Hospital British Geriatrics Society and the Association of Director of Social Services
London
British Geriatric Society (1993) Acute Care Relationship Between General and
Geriatric Medicine. Statement of Good Practice British Geriatric Society : London
Brod. M.S and Feinbloom. R.J (1990) Feasibility and Efficacy of Verbal Consents
Research on Ageing Vol 12, No3, pp 364 -372
Bromley. D.B (1986) The Case-Study Methods in Psychology and Related Disciplines
Wiley : Chichester
Brown.T (1982) An Historical View of Health Care Teams in G.J Agich (Editor)
fResponsibility in Health Care Reidel : Boston
317
Brown. H (1992) Using Training Materials in Multi-Disciplinary Settings in
CCETSW(Ed) Learning Together Shaping New Services for People with Learning
Difficulties CCETSW : London
Bruce. N (1980) Teamwork for Preventative Care Research Studies Press: Chichester
Brunning. H and Huffington. C (1985) Altered Images Nursing Times Vol 8, No 30,
pp 24-27
Bryman. A (1984) The Debate About Quantitative and Qualitative Research : A
Question of Method or Epistemology? British Journal of Sociology Vol 35, No I,
pp 75-92
Bryman. A (1988) Quantity and Quality in Social Research Unwin Hyman: London
Buckland. R (1993) The Language of Health British Medical Journal Vol 306, January
30, pp 287-288
Bull. M (1994) Use of Formal Community Services by Elders and their Family
Caregivers Two Weeks Following Hospital Discharge Journal of Advanced Nursing
Vol 19, No 3, pp 503-508
Burgess. R.G (1981) Keeping a Research Diary Cambridge Journal of Education
Vol 11, No 2, pp 75-83
Burnside. I (1988) Nursing And The Aged A Self Care Approach 3rd Edition C.V
Mosby : St.Louis
Burr. M (1975) Multidisciplinary Health Teams The Medical Journal of Australia
Vol 2, November 29, pp 833-834
Busby. A and Gilchrist. B (1992) The Role of the Nurse in the Medical Round Journal
of Advanced Nursing Vol 17, No 3, pp 339-346
Butler. P (1998) Check-up Time The Guardian : Society July 15, pp 5
318
Butrym. Z and Horder, L (1983) Health, Doctors and Social Work Routledge, Kegan
and Paul : London
Cable. E.P and Mayers. S.P (1982) Discharge Planning Effect on Length of Hospital
Stay Archives of Physical and Medical Rehabilitation Vol 64, No 2, pp 57-60
Caldwell. K (1998) MSc Interprofessional Health Care : Programme Handbook
Middlesex University : London
Caldwell. K, Francome. C, Lister. J (1998) The Envy of the World NHS Support
Federation : London
Campbell. D.T and Stanley. J.0 (1963) Experimental and Quasi-Experimental Designs
for Research on Teaching in N.L Gage (Editors) Handbook of Research on Teaching
Rand McNally : Chicago
Campbell. D.T and Stanley. J.0 (1966) Experimental and Quasi-Experimental
Designs for Research Rand McNally : Chicago
Campion. E.M, Jette. A, Berkman. B (1983) An Interdisciplinary Geriatric Consultation
Service. A Controlled Trial Journal of the American Geriatric Society Vol 31,
No 12, pp 792-796
Caplan. A, Callahan. C, Haas. J (1987) Ethical and Policy Issues In Rehabilitation
Medicine Hastings Centre Report 17 S 1 -S20
Carlisle. D (1992) Patients first Nursing Times Vol 88, No12, pp 16-17
Carr. W and Kemmis. S (1986) Becoming Critical : Education Knowledge and
Action Research Falmer Press : London
Carrigan. Z.H (1978) Social Work in Medical Settings Who defines us? Social Work
in Health Care Vol 4, No 2, pp 149-163
319
Carr-Saunders. A.M and Wilson. P.A (1933) The Professions Oxford Univeristy Press:
Oxford
Carstairs. V (1970) Channels of Communication Scottish Health Service Studies
11, Scotish Home and Health Department : Edinburgh
Carter. D.T and Jinks. J.A (1972) The Next Step in Medical Social Work Social
Work Today Vol 2, No 19, pp 4-8
Cartwright. D and Zander. A (1970) Group Dymamics Research and Theory
Tavistock Publication : London
Cass. S (1978) The Effects of the Referral Process on Hospital Patients Journal of
Advanced Nursing Vol 3, No 6, pp 563-569
Central Council for the Education and Training of Social Workers (1989)
Multidisciplinary Teamwork Models of Good Practice CCETSW : London
Cervi. B (1996) Cards on the Table Health Service Journal October 31 , Vol 106,
No 552, pp 11
Chadwick. R and Russell. J (1989) Hospital Discharge of Frail Elderly People: Social
and Ethical Considerations in the Discharge Decision Process Ageing and Society
Vol 9, No 3, pp277-205
Chapman. T, Foley. P, Jack, B (1994) Leaving Hospital : An Audit of the Discharge
Process for Elderly Patients from Southport Hospitals Southport and Farmby
Community Health Council and Edge Hill University College
Chartered Society of Physiotherapy (1984) Alternative Therapy CSP Position Paper For
The BMA Working Party Physiotherapy Vol 70, No 3, pp 121-122
320
Chartered Society of Physiotherapy (1988a) Code of Ethics and Professional
Conduct, With Ethical Guidelines for Research College of Speech Therapists
London
Chartered Society of Physiotherapy (1988b) Relationship Between the Physiotherapy
and Occupational Therapy Professions Physiotherapy Vol 74, No?, pp 311-314
Cherry. S (1996) Medical Services and the Hospitals in Britain 1860-1939
Cambridge University Press : Cambridge
Church.G.M (1956) Understanding Each Other To Achieve a Common Goal American
Journal of Nursing Vol 21, No 5, pp 201-204
Clark. H, Dryer. S, Hartman. L (1996) Going Home. Older People Leaving Hospital
Policy Press : London
Clarke. A.M and Kreibich, DN (1992) Auditing Orthopaedic Trauma Hip Fractures in
Sheffield Journal of Bone and Joint Surgery British Suppl 2, No 74B, pp 132
Clarke, L (1995) Nursing Research Science Vision an Telling Stories Journa) of
Advanced Nursing Vol 21, No 3, pp 584-593
Clarke.A (1996) Why are we trying to reduce length of stay? Evaluation of the costs
and benefits of reducing time in hospital must start from the objectives that govern the
change Quality in Health Care Vol 5, No 3, pp 172-179
Clemens.E.L (1995) Multiple Percpetions of Discharge Planning In One Urban
Hospital Health and Social Work Vol 20, No 4, pp 254-262
Cogan. N (1995) Department of Health Report Physiotherapy Frontline Vol 1,
No 18, pp 7
Cohen. L.H (1979) Clinician's Utilisation of Research Findings JSAS Catalogue of
Selected Documents in Psychology Vol 6, No 4, pp 116
321
Cohen. L.H and Manion. L (1989) Research Methods in Education Third Edition.
Routledge : London
Coleman. P (1982) Collaboration between Services for the Elderly Mentally Infirm. In
C. Ball, P.Coleman, J.Wright The Delivery of Services. Main Report. V01.1
Department of Social Work University of Southampton : Southampton
College of Occupational Therapists (1995) Code of Ethics and Professional Conduct
for Occupational Therapists College of Occupational Therapists : London
College of Radiographers (1994) Code of Professional Conduct College of
Radiographers : London
Cook. T.D and Campbell. D.T (1979) Quasi-Experimentation Design and Analysis
Issues For Field Settings Rand McNally : Chicago
Cook. T.B and Reichardt. C.S (1979) Beyond Qualitative versus Quantitative Methods.
in T.B Cook and C.S Reichardt Qualitative and Quantitative Methods in Evaluation
Research Sage : London
Cooper. E.S, Douglas.J.W, Ingleby.B Turner. R.K (1974) Direct Observation Bulletin
of the British Psycholgical Society Vol 27, No 94, pp 3-7
Cora. V.L and Lapierre. E.D (1986) ANA Speaks out Journal of Gerontological
Nursing Vol 12, No 6, pp 21-26
Cormack. D (1983) Psychiatric Nursing Described Churchill Livingstone: Edinburgh
Comer.J (1991) In Search of More Complex Answers to Research Questions.
Qualitative versus Qualitative Research Methods: Is There a Way Forward? Journal of
Advanced Nursing Vol 16, No 6, pp 718-727
Cornwell. J (1984) Hard Earned Lives Tavistick : London
322
Coulson. I (1993) Coordinating a Orthopaedic Service Nursing Standard Vol 32,
No 7, pp 37-40
Coulton. C.J (1985) Research and Practice : An Ongoing Relationship Health and
Social Work Vol 10, No 4, pp 282-29
Coulton. C.J (1988) Evaluating Screening and Early Intervention Social Work in
Health Care Vol 13, No 2, pp 65-72
Coulton. C.J, Dunkle. R.E, Goode.R.A, Mackintosk, J (1982) Discharge Planning an
Decision Making Health and Social Work Vol 7, No 4, pp 253-261
Cowles, L.A and Lefcowitz, C (1992) Interdisciplinary Expectations of the Medical
Social Worker In The Hospital Setting Health and Social Work Vol 13, No 3, pp 57-
65
Crombie. I.K, Davies. H.T.0, Abraham. S.C.S, Flory.0 duV (1993) The Audit
Handbook John Wiley and Sons : Chichester
Croll. P (1986) Systematic Classroom Observation Palmer Press : London
Crotty. M (1993) The Emerging Role of the British Teacher in Project 2000
Programmes: A Delphi Survey Journal of Advanced Nursing Vol 18, No 3, pp 150-
157
Currie. C.T (1990) Rehabilitation in the Elderly with Fractured Neck of Femur
Seminars in Orthopaedics Vol 5, No 2, pp 61-67
Dana.B and Sheps. C (1968) Trends and Issues in Interprofessional Education: Pride,
Prejudice and Progress Journal of Education for Social Work Vol 4, No 2, pp 546-
552
Davidson. K.W (1978) Evolving Social Work Roles in Health Care The Case of
Discharge Planning Social Work in Health Care Vol 4, No 1 , pp 43-54
323
Davies. M (1968) Variations in Patient's Compliance with Doctors Advise: An
Empirical Analysis of Patterns of Communication American Journal of Public
Health Vol 58, pp 274-286
Davies. C (1990a) Enjoy your stay at our Patient Hotel The Health Service Journal
September 6, Vol 100, No 5217, pp 1316-1317
Davies. J (1990b) Physiotherapy: Where Are The Men? Physiotherapy Vol 76, No 3,
pp 132-134
Davies. M and Connolly. J (1995) The Social Worker's Role InThe Hospital: Seen
Through The Eye Of Other Healthcare Professionals Health and Social Care in the
Community Vol 3, No 5, pp 301-309
Dawson. S and Barker.J (1995) Hospice and Palliative Care: A Delphi Survey of
Occupational Therapist's Roles and Training Needs Australian Occupational Therapy
Journal Vol 42, No 3, pp 119-127
Deacon. A (1991) The Retreat From State Welfare in S. Becker (Editor) Windows of
Opportunity Chapter two, CPAG : London
Delbeq. A and Van de Ven, A (1971) A Group process Model for Problem
Identification and Program Planning Journal of Applied Behavioural Science Vol 7,
No 4, pp 467-92
Denscombe. M (1998) The Good Research Guide Open University Press : London
Denzin. N.K (1970) The Research Act in Sociology Butterworth : London
Denzin. N.K (1978) Sociological Methods McGraw-Hill : New York
Denzin. N.K (1989) The Research Act A Theoretical Introduction to Sociological
Methods 3rd Edition Prentice-Hall : Englewood Cliffs
324
Department of Health for Scotland (1959) Report of the Working Party Party on
Social Workers in the Local Authority, Health and Welfare Services Department of
Health for Scotland : Edinburgh
Department of Health and Social Security (1969) Communication Between Doctors,
Nurses and Patients Cmnd 5183 HMSO : London
Department of Health and Social Security / Welsh Office (1973) Report of the
Committee On Hospital Complaints Procedures (Davies Report) HMSO: London
Department of Health and Social Security (1973) The Remedial Professions A
Report by a Working Party set up by the Secretary of State for Social Services
(McMillan Report) HMSO: London
Department of Health and Social Security (1979) Report of the Committee of Enquiry
into Mental Handicap Nursing and Care (Jay Report) Cmnd 7468 Volume 1 and 2
HMSO: London
Department of Health and Social Security (1981) The Primary Health Care Team
Report of a Joint Working Group (Harding Report). The Standing Medical Advisory
Committee and The Standing Nursing and Midwifery Advisory Committee
HMSO: London
Department of Health and Social Security (1986) Neighbourhood Nursing: A Focus
for Care (Cumberledge Report) Community Nursing Review HMSO: London.
Department of Health (1989a) Caring for People Community Care in the Next
Decade and Beyond HMSO : London.
Department of Health (1989b) Health Circular HC(89) 5 : Discharge of Patients
from Hospital HMSO : London
Department of Health (1990a) The NHS and Community Care Act HMSO: London
325
Department of Health (1990b) Access to Health Records Act HMSO: London
Department of Health (1991) The Patients Charter HMSO: London.
Department of Health (1993) Clinical Audit Meeting and Improving Standards in
Health Care HMSO : London
Department of Health (1994) Medical Audit of the Royal College and their Faculties
in the UK HMSO: London
Department of Health (1996) A Service With Ambition HMSO : London
Department of Health (1997) The New NHS: Modern, Dependable HMSO: London
Department of Health (1998) Modernising Social Services HMSO : London
Department of Health Press Release (1997) Department of Health June 22nd
Deaprtment of Health Statistics (1993) Bed Availability for England 1991- 1992
Department of Health Statistics Division : Wetherby
Devlin. H.B (1977) Planned Early Discharge Update Vol 15, No 2, pp 125-135
Dex. S (1985) The Sexual Division of Work Wheatsheaf : Brighton.
Dill. A.E (1995) The Ethics of Discharge Planning for Older Adults An Ethnographic
Analysis Social Science and Medicine Vol 41, No 9, pp 1289-1299
Discher. M (1974) Building a Health Care Team with Participation Training Journal
of Continuing Education Vol 5, pp 14-18
Donabedian. A (1980) Explorations in Quality Assessment and Monitoring Vol.!
The Definition of Quality and Approaches to Its Assessment Administration Press :
Ann Arbor
326
Douglas. J.D (1971) American Social Order: Social Rules in a Pleuralistic Society
Free Press : London
Drury. M, Doran. F.S, White. M (1973) Short- Stay Surgery and General Practice
Journal of the Royal College of General Practioners Vol 23, No 126, pp 55-58
D'Sa. S (1995) Multidisciplinary Bedside Notes: An Experiment in Care Nursing
Times Vol 91, No 12, pp 46-47
Dubler. N.M (1988) Improving the Discharge Planning Process: Distinguishing
Between Coercion and Choice The Gerontologist Vol 28, June, pp 76-81
Ducanis. A and Golin. A (1979) The Interdisciplinary Health Team Aspen
Publishers : Germantown
Duffield. C (1993) The Delphi Technique: A Comparison of Results Obtained Using
Two Expert Panels International Journal of Nursing Studies Vol 30, No3, pp 227-
237
Duffy. M. (1985) Designing Nursing Research The Qualitative-Quantitative Debate
Journal of Advanced Nursing Vol 10, No 3, pp 225-232
Dura. J.R and Kiecolt-Glaser. J.K (1990) Sample Bias in Caregiving Research
Journal of Gerontology Vol 45, No5, pp 200-204
Durkheim. E (1933) The Division of Labour in Society (1893) Free Press : New
York
Eagle. A.H, Wood. W and Fishbaugh.L (1981) Sex Differences in Conformity
Surveillances as a Determinant of Male Personality Journal of Personality and Social
Psychology Vol. 40, pp384-394
327
East. L and Robinson L (1993) Attitude Problems Nursing Times Vol 89, No 48
pp 42-43
Easterby-Smith.M, Thorpe.R, Lowe.A (1991) Management Research An Inroduction
Sage : London
Eden. C and Huxham. C (1993) Distinguishing Action Research Working Paper 93 /
18 Paper Presented to British Academy of Management Conference : Milton Keynes
(September)
Editorial (1975) Tottering Home Lancet Vol 1, pp1366-1367
Editorial (1999) Doctors and Viagra Evening Standard January 21, pp 13
Ekwo. E, Daniel. M, Oliver. D, Fethke. C (1979) The Physician Assistant in Rural
Primary Care Practices Medical Care Vol 17, No 8 , pp 787-795
Elder. 0.0 andAndrew. M.E (1992) Important Curriculum Content for Baccalaureate
Allied Health Programmes: A Survey of Deans Journal of Allied Health Vol 21, No 2,
pp 105- 115
Elliott. J (1989) Knowledge, Power and Teacher Appraisal in W. Carr (Editor)
Quality in Teaching : Arguments for a Reflective Profession Falmer : London
Elliott. R, Stiles. W.B, Mahrer. A.R, Hill. C.E, Friedlander. M.L, Magison. F.R (1987)
Primary Therapist Response Modes: Comparison of Six Rating Systems Journal of
Consulting and Clinical Psychology Vol 55, No 2, pp 218-223
Ellis. R (1999) Victims of an NHS Crisis Evening Standard January 7 pp 8-9
Ellwood. P.M (1968) Can we Afford So Many Rehabilitation Professions? Journal of
Rehabilitation Vol 34, May-June, pp 21-22
Erikson. K.T (1966) A Study in the Sociology of Deviances Wiley : New York
328
Erlandson. D, Harris. E.I, Skipper. B.L, Allen. S.D (1993) Doing Naturalistic
Research Sage : Newbury Park
Essex. M, Doig, R, Renshaw. J (1990) Pilot Study of Records of Shared Care for
People with Mental Illness British Medical Journal Vol 300, June 2, pp 1442-1446
Evans. J.T (1950) Objective Measurement of the Therapeutic Group Process
Unpublished PhD Thesis Harvard University : Harvard
Evans. R.L, Hendricks. R.D, Umlauf-Lawrence. K.W, Bishop. D.S (1989) Timing of
Social Work Intervention and Medical Patients Length of Hospital Stay Health and
Social Work Vol 14, No 4, pp 277-282
Evers. H.K (1981) Multidisciplinary Teams in Geriatric Wards : Myth or Reality
Journal of Advanced Nursing Vol 6, No 3, pp 205-214
Fairhurst. K, Blair. M, Cutting. J, Featherstone. M, Howarth. D.R, Stanley. I (1996)The
Quality of Hospital Discharge: A Survey of Discharge International Journal for
Quality in Health Care Vol 18, No 2 , pp 167-174
Farag. R.M and Tinker, G.M (1985) Delay in Discharge of Patients From An Acute
Geriatric Unit Health Trends Vol 7, May 2, pp 41
Fauldi. A (1972) The Specialist versus Generalist Conflict Oxford Polytechnic.
Department of Town Planning : Oxford.
Feiger. S.M, Schmitt. M.H (1979) Collegiality in Interdisciplinary Teams : Its
Measurements and Its Effects Social Science and Medicine Vol 13 A, No 1, pp 217-
229
Fenwick. A.M (1979) An Interdisciplinary Tool for Assessing Patients Readiness for
Discharge in the Rehabilitation Setting Journal of Advanced Nursing Vol 4, No 1,
pp 9-21
329
Ferrari. N.N (1963) Freedom of Choice Social Work Vol 8, No 4, pp 104-106
Festinger. L and Thibaut. J (1951) Interpersonal Communication in Small Groups
Journal of Abnormal and Social Psychology Vol 46, pp 92-99
Fewtrell. W.D and Toms. D.A (1985) Pattern of Discussion in Traditional and Novel
Ward Round Procedures British Journal of Medical Psychology Vol 58, Part 1,
March, pp 57-62
Finnegan. E (1991) Collaborative Care Planning A Natural Catalyst for Change
West Midlands Health Region Resource Management Support Unit : Birmingham
Fitzpatrick. R (1990) Measurement of Patient Satisfaction in A. Hopkins and D.
Costains (Editors) Measuring the Outcome of Medical Care Royal College of
Physicians of London : London
Fitzpatrick. R (1991) Surveys of Patient Satisfaction Improving General Considerations
British Medical Journal Vol 302, April 13, pp 887-889
Flanagan. J.0 (1954) The Critical Incident Approach Psycitotnicat ButtetiA VoL Si
No 4, pp 327-359
Flanagan. J.C, Gosnell. D, Fivars. G (1963) Evaluating Student Performance The
American Journal of Nursing Vol 63, No 11, pp 96-99
Flanders. N (1970) Analysing Teaching Behaviour Wiley : New York
Fliess. J.L (1981) Statistical Methods for Rates and Proportions Wiley : New York
Ford. P and Walsh, M (1994) New Rituals for Old Butterworth Heinemann : Oxford
Forsyth. D.R (1990) Group Dynamics 2nd Edition Brook/Cole Publishing Company :
California
330
Frankena. W.K (1973) Ethics 2nd Edition Prentice-Hall : Englewood Cliffs
Freidson. E (1970) Profession of Medicine The University of Chicago Press : Chicago
and London.
French. K (1981) Methodological Considerations in Hospital Patient Surveys
International Journal of Nursing Studies Vol 18, No 1, pp 7-32
Fritsch-deBruyn. R and Cunningham, H (1990) A Check on Nurses Knowledge and
Sense of Responsibility for Discharge Planning Journal of Nursing Staff
Development Vol 6, No 4, pp 173-176
Fumell. J, Flett. S, Clark. D.F (1987) Multi-disciplinary Clinical Teams: Some Issues
in Establishment and Function Hospital and Health Service Review January pp 15-18
Furnham. A, Pendleton. D, Manicom, C (1981) The Percpetion of Different
Occupations Within The Medical Profession Social Science and Medicine Vol 15,
No 4, pp 289-300
Garside. P (1993) Patient Focused Care. A Review of Seven Sites in England.
NHS Management Executive : Leeds.
Gavett. J.W, Jacobs. A.R, Thurber. C.L, (1973) Physician Judgements and Resource
Utilization in a Private Practice Medical Care Vol 11, No 4, pp 310-319
General Medical Council (1977) Professional Conduct and Discipline General
Medical Council : London.
Gibson : V (1996) The Problems of Researching Sensitive Topics in Healthcare Nurse
Researcher Vol 4, No 2, pp 65-73
Gilchrist. W.J, Newman. R.J,Hamblin. D.L, Williams. O'Brian (1988) Prospective
Randomised Study Study of an Orthopaedic Geriatric In-Patient Service British
Medical Journal Vol 297, 29th Oct, pp 1116-1118
331
Gilfoyle. E.M (1984) Transformation of a Profession The American Journal of
Occupational Therapy Vol 39, No 9, pp 575-584
Gill. J and Johnston. P (1991) Research Methods for Managers Paul Chapman
Publishing : London
Gillon. R (1991) Should Patients be Allowes To Looks After Their Own Medical
Records Journal of Medical Ethics Vol 17, No 3, pp 115-116
Gilmore. M, Bruce.N, Hunt. M (1974) The Work of the Nursing Team In General
Practice Council For The Education and Training of Health Visitors : London
Gladding. S.T (1978) Empathy, Gender, and Training as Factors in the Identification of
Normal Infant Cry-Signals Perceptual and Motor Skills Vol 47, No 1, pp 267-270
Glaser. B.G (1978) Theoretical Sensitivity Sociology Press : Mill Valley
Godfrey. M and Moore. J (1996) Hospital Discharge Users, Carers and Professional
Perspectives. Community Care Division, Nuffield Institute for Health, University of
Leeds : Leeds
Golding. P (1991) Poor Attitudes in S. Becker (Editor) Windows of Opportunity
Chapter four, CPAG : London
Golledge, J (1998) Is there Unnecessary Duplication of Skills between Occupational
Therapists and Physiotherapists? British Journal of Occupational Therapy Vol 61,
No 4, pp 161-162
Goode. W.J (1969) The Theoretical Limits of Profesionalization. In A.Etzionoi
(Editor) The Semi Professions and Their Organisation pp 266-313 Free Press : New
York
Goodman. C.M (1987) The Delphi Technique: A Critique Journal of Advanced
Nursing Vol 12, No 6, pp 729-34
332
Gorman. H (1992) Teamwork Social Work Today 29 October, Vol 24, No 10, p 8
Graham. H and Livesley. B (1983) Can Re-admissions to a Geriatric Medical Unit be
Prevented The Lancet Vol 1, 19th February, pp 404- 406
Graham. J and Timewell, E (1990) The Perceived Status of Occupational Therapy:
Myth Versus Reality Australian Occupational Therapy Journal Vol 37, No 1,
pp 50-56
Grange. A, Renvoize. E, Pinder. J, (1998) Patient's Rights to Access Their Health Care
Records Nursing Standard Vol 13 No 6, pp 41-42
Grant. N.K and Hryack. N (1985) How Can You Find Out What Patients Think About
Their Care? Canadian Nurse Vol 81, No 4, pp 51
Graves. D (1998) Bungling Surgeon Ruined My Life. How Many Others Suffered
The Same Fate? The Daily Telegraph October 1, p 4
Gray. J.A (1998) Evidence Based Health Care Churchill Livingstone : New York
Green. S (1996) Travelling via Delphi: A New Route to the Accreditation of
Fieldwork Educators British Journal of Occupational Therapy Vol 59, No 11,
pp 506-510
Greene. A (1994) The Success to Patient-Focused Care-Hospital Process
Re-engineering The Health Summary Vol 11, No 1, pp 6-9
Greener-Temkin. H (1983) Interprofessional Perspectives on Teamwork in Health
Care: A Case Study. Milbank Memorial Fund Quarterly /Health and Society
Vol 61, No 4, pp 641-658
Greengross. S (1999) A Good Innings Is Not Enough The Guardian : Society April
21, pp 6-7
333
Greenwood. J (1994) Action Research. A Few Details A Caution and Something New
Journal of Advanced Nursing Vol 20, No 1, pp 13-18
Gregory. M.F (1992) Planning Safe Discharge from Hospital - The Importance of
Interprofessional Collaboration and Communication Journal of Interprofessional
Care Vol 6, No 2, pp 133-139
Gregson. B and Cartidge. A, Bond.J (1991) Interprofessional Collaboration In Primary
Health Care Organisations Occasional Paper 52 The Royal College of General
Practioners, London.
Griffin. S (1988) Conflicts in Professional Practice Australian Occupational Therapy
Journal No 35, Vol 1, pp 5-12
Gruending. D.L (1985) Nursing Theory : A Vehicle of Professionalisation Journal of
Advanced Nursing Vol 10, No 6, pp 553-558
Guba. E.G and Lincoln. J.S (1989) Fourth Generation Evaluation Sage : Newbury
Park
Guccione. A.A (1980) Ethical Issues in Physical Therapy Practice A Survey of
Physical Therapists in New England Physical Therapy Vol 60, No 10, pp 1264-1272
Gueldner.S.H and Hanner. M.B (1989) Methodological Issues Related to Gerontological
Nursing Research Nursing Research Vol 38, No 3, pp 183-185
Habermas. J (1977) Hannah Arendt's Communication Concepts of Power Social
Research Vol 44, Nol, pp 3-4
Hahn. C (1975) Sexism from the Schools: An Application of Planned Change Social
Education No 29, pp 134 -141
334
Halberstam. M.J (1974) They're Caning Team Medicine Too Far Medical Economics
October 28, pp 162- 167
Hall. G (1975) Level of Use of the Innovation : A Framework for Analysing
Innovations and Adaptation Journal of Teacher Education Vol. 26, Spring, No 1,
pp 52-56
Hall. C (1998) No Easy Remedy For Complaints The Daily Telegraph October 1,
pp 4
Hall C and Davies.0 (1999) Cash is No Cure as Flu Cripples the NHS The Daily
Telegraph January 6, pp 1
Hall. J.A and Dorman. M.0 (1988) What patients like about their medical care and how
often they are asked: A meta analysis of the satisfaction literature Social Science and
Medicine Vol 27, No 9, pp 935- 939
Hall. J.A, Roter. D.L, Katz. N.R (1987) Task versus Socioemotional Behaviours in
Physicians Medical Care Vol 25, No 5, pp 399-412
Hall. C and Smith. M (1998) Hospital Chiefs Admit to Rationing Surgery The Daily
Telegraph August 1, pp 1
Halliday. T.0 (1987) Beyond Monopoly University of Chicago : London
Halmos. P (1970) The Personal Social Society Schocken : New York
Halsey. A.H (1984) Professionalism. Social Work and Paper 20.1 Issues in Social
Work Education Vol 4, No 2, pp 77-84
Halstead. L.S (1976) Team care in Chronic Illness A Review of the Literature of the
Past 25 Years Archives of Physical and Medical Rehabilitation Vol 57, No 11,
pp 507-511
335
Hamel. J, Dudour. S, Fortin. D (1993) Case Study Methods Sage : Newbury Park
Hansen. R.A (1985) Moral Reasoning and Ethical Decision Making in the Practice
of Occupational Therapy Paper presented at the Women's Researcher Conference
November 8th Kalamazoo : Michigan
Hanson. J.P, Stinson, J.A. Herpok. F.J (1980) Cost Effectiveness of PhysicianExtenders
as Compared to Family Physicians in a University Health Clinic Journal of the
American Health Association No 28, pp 211-214
Harding. J (1987) Study of Discharge Communication from Hospital Doctors to an
Inner London General Practice Journal of Royal College of General Practitioners
Vol 37, No 304, pp 494- 495
Harding. T (1991) Shared Differences Towards a Common Practice. An
Exploratory Study of Shared Learning Opportunities in Work with People with
Learning Difficulties for Students on the Diploma in Social Work British
Polytechnic and College of Health : Avon
Harding. J and Modell. M (1989) Elderly Peoples Experience of Discharge from
Hospital Journal of the Royal College of General Practitioner Vol 39, No 318,
pp 17-20
Hare. A, Waxier. N, Saslow. G, Matara77o. J.D (1960) Simultaneous Recording of
Bales and Chapple Interaction Measures During Intial Psychaitric Interviews Journal of
Consulting Psychology Vol 24, April, pp 193-196
Harman. D and Mann. G (1991) Medical Audit and The Manager Health Service
Management Centre University of Brimingham : Birmingham
Hart. E and Bond. M (1995) Action Research for Health and Social Care A Guide
to Practice Open University Press : Buckingham
336
Heacock. P, Souder. E, Chastain. J (1996) Subject, Data and Videotapes Nursing
Research Vol 45, No 6, pp 336-338
Health Care Advisory Board (1992) Towards a Twenty-First Century Hospital.
Redesigning Patient Care Health Advisory Board : Washington
Health Service Accrediation (1996) Setting Standads for Discharge Health Service
Accrediation : London
Henderson. V (1966) The Nature of Nursing : A Definition and Its Implications For
Practice, Research and Education Macmillan : New York
Henderson. G (1992) Tomorrow's World Health Service Journal December 3,
Vol 102, No 5318, pp16-17
Henwood. H (1992) The Health and Social Care Passport The Helen Hamlyn
Foundation : London.
Henry. C (1995) Professional Ethics and Organisational Change in Education and
Health Edward Arnold : London
Hewison. A and Sim. .1 (1998) Managing Interprofessional Working: Using Code of
Ethics As A Foundation Journal of Interprofessional Care Vol 12, No 3, pp 309-321
Heyman. M (1962) Effective Utilisation of Social Workers in a Hospital Setting
American Hospital Association
Heyman. T.D (1994) Clinical Protocols are Keen to Quality Healthcare Quality
Assurance Vol 7, No 7, pp 14-17
Heymann. T.D and Culling. W (1994) The Patient Focused Approach A Better Way
to Run A Hospital? Kingston Hospital NHS Trust.
337
Higgins.R, Oldman.C, Hunter.D.J (1994) Working Together. Lessons For Collaboration
Between Health and Social Services Health and Social Care Vol. 2, No 5, pp 269-
277
Higginson. I (1994) Quality of Care and Evaluating Services International Review of
Psychiatry Vol 6, No 1, pp 5-14
Hill. W (1977) Hill Interaction Matrix (HIM) The Conceptual Framework Derived
Rating Scales Small Group Behaviour Vol 81, No 3, pp 251-268
Hills Maguire. G (1985) The Team Approach in Action in G.Hills Maguire (Editor)
Care of the Elderly, A Team Approach Little Brown : Boston
Hirst. J.0 (1976) Elderly Patients Discharge Home from Hospital Department of
Social Work Radcliffe Infirmary : Oxford
Hitch. P.J and Murgatroyd. J.D (1983) Professional Communication in Cancer Care: A
Delphi Survey of Hospital Nurses Journal of Advanced Nursing Vol 8, No 5,
pp 413-22
Hoaglin. D.C, Light. R.J, McPeck. B, Mosteller. F, Stoto. M.A (1982) Data for
Decisions Information Strategies For Policy Maker Abt. Books : Cambridge
Hobbs. K.E.F (1994) Clinical Audit: A £210 Million Bandwagon Medical Audit
News Vol 4, No 8, pp 121-123
Hoffman. L.R and Maier. N.R.F (1961) Sex Differences,Sex, Composition, and Group
Problem Solving Journal of Abnormal and Social Psychology Vol 63, pp 453-456
Hofling. C, Brotzman. E, Dalrymple. S, Pierce. C (1966) An Experimental Study in
Nurse-Physician Relations Journal of Nervous and Mental Disease Vol 143, No 2,
pp 171-80
338
Holloway. I (1997) Basic Concepts for Qualitative Research Blackwell Science
Oxford
Holden.P and Littlewood.J (1981) Anthropology and Nursing Routledge : London
Holter. I.M and Schwartz-Barcott, D (1993) Action Research: What is it? How Has It
Been Used in Nursing Journal of Advanced Nursing. Vol 18, No 2, pp 298-301
Home News (1998) Hospital Care Unsatisfactory The Guardian November 26, pp 10
Hopkins. D (1985) A Teachers Guide to Classroom Research Open University
Press : Milton Keynes
Hopkins. A (1990) Measuring The Quality of Medical Care Royal College of
Physicians : London
Horton. R (1998) Yesterdays Doctor's The Lancet Vol 352, November 14th,
pp1566-1567
Houghton. M (1996a) In Search of a Block Buster Health Service Journal December
5 , Vol 106, No 5532, pp 28-29
Houghton. A (1996b) Does A Dedicated Discharge Co-ordinator Improve the Quality
of Hospital Discharge Quality in Health Care Vol 5, No 2, pp 89-96
Houston. C.S and Pasanen. W.E (1972)	 Patients Perception of Hospital Care
Hospitals No 46, pp 70-4
Howe. E (1980) Public Professions and the Private Model of Professionalism Social
Work Vol 25, No 1, pp 179-191
Howe. D (1994) Modernity, Postmodernity and Social Work British Journal of
Social Work No 24 , pp513-533
339
Hudson. M, Victor. C, Fulop. N, Nazareth. B (1995) Time to go Home: Getting to
Grips with Bedblocking British Journal of Health Care Management Vol 1, No 8,
pp 402-404
Hugman. R (1991) Power in Caring Professions Macmillan : Hong Kong
Humman. L.R and Maier. N.R. F (1961) Sex Differences, Sex Composition and Group
Problem Solving Journal of Abnormal and Social Psychology Vol. 63, pp 453-456
Hunter. A (1992) Who does what? Health Service Journal Febuary 17, Vol 102,
No 5284 pp 402-404
Huntington. J (1987) Social Work and General Medical Practice Allen and Unwin :
London
Hurley. D and Chapman. J (1991) Coming or Going. Discharge of Elderly Patients
from Northwick Park Hospital, Quality Improvement Project. Northwick Park
Hospital : London
Hurst. K (1995) Patient Focused Care in the United Kingdom NHS Executive and
Nuffield Institute for Health London
Husserl. E (1931) Ideas; General Introduction to Pure Phenomenology Allen Lane :
London
Ignatavicius. D.G and Hausman. K.A (1995) Clinical Pathways for Collaborative
Practice W.B Saunders Company : Philadelphia
Inui. T.S, Carter. W.B, Carter. W.B, Haigh. V.H (1982) Oucome -Bases Doctor Patient
Interaction Analysis Medical Care Vol 10, No 6, pp 535-566
Irwin. A (1998) Doctors Condemn Review of Bonus System The Daily Telegraph
August 4th, pp 4
340
Jackson. M.F (1989) Geriatric versus Medical Wards Comparison of Patients
Behaviours Following Discharge From Acute Care Hospital Journal of Advanced
Nursing Vol 14, No 11, pp 906-914
Janis. I.L (1972) Victims of Group Think Houghton-Mifflin : Boston
Janis. I.L (1982) Victims of Group Think 2nd Edition Houghton-Mifflin : Boston
Janis. I.L and Mann. L (1977) Decision Making. A Psychological Analysis of
Conflict, Choice, and Commitment Free Press : New York
Jenkin. C (1997) Assessment and Evaluation of Health and Medical Care Open
University Press: London
Jenkins. D.A and Smith. T.E (1994) Applying Delphi Methodology in Family Research
Contemporary Family Therapy Vol 16, No 5, pp 411-30
Jenkins.G.0 and White. J (1994) Action Learning, A Tool to Improve Interprofessional
Collaboration and Promote Change. Counsellors, General Practitioners and the Primary
Care Team Journal of Interprofessional Care No 8, Vol 3, pp 265-273
Jick. T (1979) Mixing Qualitative and Quantative Methods: Triangulation In Action
Administrative Science Quarterly Vol 24, No 4, pp 602-11
Joice. A (1989) A Discussion of the Skills of the Occupational Therapist Working
Within a Multi-disciplinary Team British Journal of Occupational Therapy Vol 52,
No 12, pp 466-468
Joint Statement From The Royal College of Physicians of London And The Royal
College of Nursing (1996) Skillsharing Journal of the Royal College of Physicians
of London Vol 30, No 1, January/February pp 57
Johnson. T (1972) Professions and Power Macmillan : London
341
Johnson. H.A and Griffith. P (1985) The Behavioural Structure Of An Eighth-Grade
Science Class. A Mainstream Preparation Strategy Volta Review Vol 87, pp 291-303
Jones. M.P (1988) Not how many but Why. A Qualitative Approach to Customer
Relations Health Service Management December, Vol 86, No 6 pp 175-177
Jones. R.V.H (1992) Teamwork in Primary Care: How Much Do We Know About It
Journal of Interprofessional Health Vol 6, No 1, pp 25-29
_
Jones. E.W, Densen. P.M, Brown. S.D (1989) Posthospital Needs of Elderly People at
Home: Findings from an Eight Month Follow-Up Study Health Service Research
Vol 24, No 5, pp 643- 663
Jones. J and Hunter. D (1996) Consensus Methods for Medical and Health Services
Research in N. Mays and C. Pope (Editors) Qualitative Research in Health Care
BMJ Publishing Group : London
Jones. NI.P and Tippins. D (1989) Satisfactory Practice The Health Service Journal
November 30, Vol 99, No 5179 pp 1464-1465
Kadushin. G and Kulys, R (1993) Discharge Planning: What do Social Workers
Actually do in Discharge Planning Social Work Vol 38, No 6 pp 713 -726
Kahn. K.L, Keeler.E.B, Rogers.W.H, Draper.D, Bentow.S.S, Peinisch. E.J, (1990)
Comparing Outcomes of Care Before and After Implementation of the DRG- Based
Prospective Payment System Journal of the American Medical Association Vol 264,
No 15, pp 1984-1988
Kallenberg. R (1990) The Construct Turn in Sociology Working Paper Institute for
Social Research : Oslo
Kane. A (1983) Interprofessional Teamwork Syracuse : New York
342
Kay. S, Pector. A.L, NowIan. W.A, Goble. C.A, Horlan, B, 1991, Howkins. J.J What
Should We Mean by an Electronic Medical Record? in K.P Adlassnig et al (Editors)
Medical Informatics Europe 1991 Proceedings, pp 132-9 : Berlin Springer Verlay
Berlin
Kayser-Jones. J (1989) The Environment and Quality of Life In Long Term Institutions
Nursing and Health Care Vol 10, No 3, pp 124-130
Katz. S, Halstead. L, Wierenga. M (1975) A Medical Perspective on Team Care in S.
Sherwood (Ed) Long-term Care. A Handbook for Researchers Planners and
Providers Spectrum Publishers : New York.
Kelson. M (1995) Consumer Involvement Initiatives In Clinical Audit And
Outcomes: A Review of Developments and Issues In The Identification Of Good
Practice College of Health : London
Kemm. J.R, Booth. D, University of Birmingham (1992) Promotion of Healthier
Eating; How to Collect and Use Information for Planning, Monitoring and
Evaluation HMSO: London
Kemmis. S and DiChiro. G (1987) Emerging and Evolving Issues of Action Research
Praxis: An Australian Perspective Peabody Journal of Education Vol 64, No 3,
pp 101-130
Kemmis. S and McTaggart. R (1988) The Action Research Planner Third Edition
Deakin University Press : Victoria AUS
Kennedy. R (1988) Acute Director of Geriatrics at Montefiore Medical Centre in N.F
Dubler (Ed) Improving the Discharge Planning Process: Distinguishing Between
Coercion and Choice The Gerontologist Vol 28, June, pp 79-81
343
Kennie. D.C, Reid. J, Richardson. I.R, Kiamari. A.A, Kelt. C, (1988) Effectiveness of
Geriatric Rehabilitative Care After Fracture of the Proximal Femur In Elderly Women;
A Randomised Clinical Trial British Medical Journal Vol 297, 29th October,
pp 1083-1086
Kenny. D (1996a) Estimating Levels of Need Among Older People in London
Report for the Kings Fund Commission London Research Centre : London
Kenny. D (1996b) Trends in Social Service Activity, Staffing and Expenditure in
Relation to Older People in London London Research Centre : London
Kerlinger. F.N (1973) Foundations of Behavioral Research Second Edition, Hat,
Reinehart and Winston : New York
Kimmel. A.J (1988) Ethics and Values in Applied Social Research Sage : Newbury
Park and London
King. C and MacMillan, M (1994) Documentation and Discharge Planning for Elderly
Patients Nursing Times Vol 90, No 20, pp 31-33
Kingdom. D.G (1992) Interprofessional Collaboration in Mental Health Journal of
Interprofessional Care Vol 6, No 2, pp 141-147
Kingston Hospital (1993) Kingston Hosptial Presentation Kingston NHS Trust,
Kingston Upon Thames
Kinston.W (1983) Hospital Organisation and Structure and Its Effect on
Interprofessional Behaviour And the Delivery of Care Social Science and Medicine
Vol 17, No 16, pp 1159-1170
Kitchiner. D (1996) Integrated Care Pathways: Effective Tools for Continuous
Evaluation of Clinical Practice Journal of Evaluation in Clinical Practice Vol 2,
No 14, pp 65-69
344
Klein. R (1989) The Politics of the National Health Service 2nd Edition Longman :
London
Klop. R, Van Wijmen. F, Philipsen. H (1991) Patients Rights and the Admission and
Discharge Process Journal of Advanced Nursing Vol 16, No 4, pp 408-412
Knapp. M.L (1978) Non Verbal Communication in Human Interaction Holt,
Rinehart and Winston : New York
Knickman. J.R, Lipkin. M, Finkler.S.A Thompson. W.G, Kiel. J (1992) The Potential
for Using Non-Physicians to Compensate for the Record Availability Residents
Academic Medicine Vol 67, No 7, pp 429-438
Knowelden. J, Westlake. L, Clarke.S, Wright.K (1988) Evaluation of Peterborough
Hospital at Home Medical Research Unit Department of Community Medicine.
University of Sheffield : Sheffield
Koch. T (1996) Expanding The Conception of Rigour in Qualitative Research
Presentation at the Third International Interdisciplinary Qualitative Health
Research Conference October 30 - November 1 Bournemouth University
Kramer. M (1974) Reality Shock- Why Nurses Leave Nursing C.V. Mosby : St.
Louis
Kraus. W.A (1980) Collaboration in Organizations Alternative to Hierarchy
Human Science Press : New York
Kreibich. N (1995) Care of the Elderly Patient Following Surgery for a Fracture
of the Proximal Femur Health Trends Vol 27, No 2, pp 43-45
Kulys. R (1983) Future Crises and the Very Old. Implications for Discharge Planning.
Health and Social Work Vol 8, No3, pp 182-195
345
Laing and Buisson (1997) Care of Elderly People Market Survey Laing and Busisson
Publications Ltd
Lambert. H and Riphagen. F.E (1975) Working Together in a Team for Primary Health
Care: A Guide to Dangerous Country Journal of the Royal College of General
Practioners Vol 3, No 25, pp 435-438
Larkin.G (1983) Occupational Monopoly and Modern Medicine Tavistock
Publication : London
Larman. H and Lankhorst G.J (1994) Subjective Weighting of Disability. An
Approach to Quality of Life Assessment in Rehabilitation Disability and
Rehabilitation Vol 14, No 16, pp 198-204
Larson. M.S (1977) The Rise of Professionalism. A Sociological Analysis.
University of California Press : California
Lawler. E.E (1973) Motivation in Work Organisations Wadsworth : Belmont.
Lawrence. J.A and Helm. A (1987) Consistencies and inconsistencies in Nurses Ethical
Reasoning Journal of Moral Education Vol 13, No 3, pp 167-175
Leathard. A (1990) Backing a United Front The Health Service Journal Vol 100,
No 5229, pp 1776
Leathard. A (1991) Health Care Provision Chapman and Hall : London
Leathard. A (1995) The Collaborative Imperative Paper given at the 35th Health
Care Team Conference : Pittsburgh
Lee. R.M (1993) Doing Research on Sensitive Topics Sage : London
346
Lefton. E, Bonstelle. S, Frengley. J.D (1983) Success With an Inpatient Geriatric Unit.
A Controlled Study of Outcomes and Follow-up Journal of the American Geriatric
Society Vol 31, No 3, pp 149-155
Lehmann H.E, Ban. T.A, Donald. M (1965) Rating the Rater Archives of General
Psychiatry No 13, pp 67-75
Lehmann- Spitzer. R and Yahn. K.J (1992) Patient Needs Drive an Integrated Approach
to Care Nursing Management Vol 23, No 8, pp 30-31
Leninger. M (1971) This I Believe About Inter-disciplinary Health Education for the
Future Nursing Outlook Vol 19, No 12, pp 787-791
Levine. D.M, Morlock. L.L, Mushlin.A.L, Shapiro. S, Malitz. F.E (1976) The Role of
New Health Practitioners in a Prepaid Group Practice. Medical Care Vol 14, No 4,
pp 326-347
Levine. S, White. P.E, Paul. B.D (1963) Community Interorganizational Problems in
Providing Medical Care and Social Services Medical Care and Social Services
Vol 53, No 6, pp 1183-1195
Lewin. K (1946) Action Research and Minority Problems in G.W Lewin (Editor)
Resolving Social Conflicts Selected Papers on Group Dynamics pp 201-216 Harpers
and Brothers : New York
Lewin. K (1952) Field Theory in Social Science in D. Cartwright (Ed.) Selected
Theoretical Papers Tavistock Publications : London
Ley. P (1972) Primacy, Rated Importance, and the Recall of Medical Statements
Journal of Health and Social Behavior Vol 13, No 3, September, pp 311-317
Ley. P (1979) Memory for Medical Information British Journal of Social and
Clinical Psychology Vol 18, No 2, pp 245-255
347
Ley. P and Spelman. M.S (1967) Communicating with the Patient Staples Press
London
Lieberman. D, Fried. V, Castel. H, Weitzmann. S, Lowenthal. M, Galinsky. D (1996)
Factors Related to Successful Rehabilitation After Hip Fracture A Case- Control Study
Disability and Rehabilitation Vol 18, No 5, pp 224-30
Light. I (1969) Development and Growth of a New Medical Allied Health Fields.
Journal of the American Medical Association Vol 210, No 1, October 6, pp 114-120
Lilley. R (1998) The Computer Will See You Through. The Guardian : Society
December 16, pp 15
Lincoln. Y.S and Guba, E.G (1985) Naturalistic Inquiry Sage : Beverly Hills
Linder-Pelz. S (1982) Towards a Theory of Patient Satisfaction Social Science and
Medicine Vol 16, No 5, pp 577-382
Linfors. E.G and Neelon. M.D (1980) The Case for the Bedside Rounds New England
Journal of Medicine Vol 303, No 21, pp 1230-1233
Linstone. H.A and Turoff. M (1975) The Delphi Method Techniques and
Applications Addison Wesley, London
Lister. L (1980) Role Expectations for Social Workers and Other Health Care
Professionals Health and Social Work Vol 5, No 2, pp 41-49
Llewellyn. G (1990) The Image of the Profession In The Field of Development
Disability : A Decade of Writing Australian Occupational Therapy Journal Vol 37,
No 3, pp 131-135
Lofland. J and Lofland. L (1995) Analysing Social Setting Third Edition Wadsworth :
Belmont
348
Longabaugh. R (1960) The Systematic Observation of Behaviour in Naturalistic
Settings in H. Triandis (Ed) The Handbook of Cross-Cultural Psychology Allyn and
Bacon : Boston Mass
Lough. M.A (1996) Ongoing Work of Older Adults at Home after Hospitalisation
Journal of Advanced Nursing Vol 23, No 4, pp 804-809
Lowe. J.I and Herranen. M (1981) Understanding Teamwork: Another Look at the
Concepts Social Work in Health Care Vol 7, Nol (winter), pp 1-11
Lyon. S and Lyon. G (1980) Team Functioning and Staff Development. A Role
Release Approach to Providing Integrated Educational Services For Severely
Handicapped Students Journal of the Association For The Severely Handicapped
Vol 5, No 3, pp 250-263
Luski. M.B (1958) Interdisciplinary Team Research National Training Laboratory :
New York
Macdonald. E.M (1957) Occupational Therapy in Rehabilitation Bailliere Tindall
London
Macdonald. K.M (1995) The Sociology of The Professions Sage Publications: London
Mackay. L (1997) Conflict in Care Medicine and Nursing Chapman and Hall:
London
Mackenzie. I (1995) All Together Now - Collaboration to Improve The Care of People
With Asthma Journal of Interprofessional Care Vol 9, No 3, pp 245-250
Mageean. R.J (1986) Study of Discharge Communication from Hospital British
Medical Journal Vol 293, November 15, pp1283-1284
349
i
Maggs. C and Purr. B (1989) An Evaluation of the Education and Preparation of
Fieldwork and Practical Work Teachers in England A Report Commissioned by
the ENB Ashdale Press : Oxford
Major. B (1987) Gender, Justice and the Psychology of Entitlement in P.Shaver and
C.Henrick (Eds) Review of Personality and Social Psychology Vol 7. pp 124-148
Sage : Beverly Hills
Mallik. M (1992) The Role of the Nurse on the Consultants Ward Round Nursing
Times Occasional Paper Vol 88, No 5, January 29, pp 49-52
Mamon. J, Steinwarks. D Fahey. D, Bone. M, Oktay. J, Klein. L (1992) Impact of
Hospital Discharge Planning in Meeting Patients Needs after Returning Home Health
Service Research Vol 27, No 2, pp 155-175
Marks. L (1991) Home and Hospital Care. Redrawing the Boundaries Research
Report 9, Kings Fund Institute : London
Marks. D (1996) Health Psychology in Context Journal of Health Psychology Vol 1,
No 1, pp 7-21
Mariano. C (1989) The Case for Interdisciplinary Collaboration Nursing Outlook Vol
37, No 6, pp 285-288
Marsh. G.N and Dawes. M.L (1995) Establishing a Minor Illness Nurse In A Busy
General Practice British Medical Journal Vol 310, 25 March, pp 778-80
Marshall. C (1995) in C. Marshall and G.R Rossman (Editors) Designing Qualitative
Research 2nd Edition Sage : Thousand Oaks
Marx. K (1977) A Critique of Political EconomyVol. 1 Penguin : England (1867).
Maskill. D (1995) The Changing Faces of the Therapy Professions British Journals of
Therapy and Rehabilitation Vol 2, No 11, pp 585
350
Maslow. A (1954) Motivation and Personality Harper and Row : New York
Mason. J (1994) Linking Qualitative and Quantitative Data Analysis in A. Bryman
and R. Burgess (Editors) Analysing Qualitative Data Routledge : London
Maxwell. R.J (1985) Resource Constraints and the Quality of Care Lancet Vol 2,
pp 936-939
Maxwell. M
	 (1995)	 Problems Associated With the Clinical Education of
Physiotherapy Students : A Delphi Survey Physiotherapy Vol 81, No 10, pp 582-87
McAvoy. E (1991) The Use of ADL Indices by Occupational Therapists British
Journal of Occupational Therapy Vol 54, No 10, pp 383-385
McBride. R.0 (1995) An Audit of Current Discharge Arrangements and their
Effectiveness on Elderly Care Wards and Community Nursing Services Together with
Aspects of client Satisfaction Journal of Nursing Management Vol 3, No 1, pp 19-24
McCally. M, Sorem. K, Silverman. M (1977) Interprofessional Education of The New
Health Practitioner Journal of Medical Education Vol 52, No 3, pp 177-182
McGrath. M (1991) Multi-disciplinary Teamwork- Community Mental Handicap
Teams Aldershot : Avebury
McIntyre. N (1995) Evaluation in Clinical Practice: Problems, Precedents and
Principles Journal of Evaluation Clinical Practice Vol 1, No 1, No 5-13
McNicol. M (1993) Editorial. Team Working: The Key to Implementing Guidelines?
Quality in Health Care Vol 2, No 2, pp 215-216
Mechanic. D (1995) Emerging Trends in the Application and Social Science
to Health and Medicine Social Science and Medicine Vol 40, No 11, pp 1491-1496
351
Mercer. J (1980) Physiotherapy as a Profession Physiotherapy Vol 66, No 6, pp 180-
184
Merriam. S.B (1988) Case Study Research in Education A Qualitative Approach
Jossey Bass Publishers : California
Metcalf C.J	 (1998)	 Lets Have More Communication British Journal of
Occupational Therapy Vol 61, No 11, pp 521-522
Meyer. J (1993) New Paradigm Research in Practice: The Trials and Tribulation of
Action Research Journal of Advanced Nursing Vol 18, No 7, pp 1066-1072
Miles. A (1977) Staff Relations in Psychiatric Hospitals British Journal of Psychiatry
Vol 130, January, pp 84-8
Miles. Ivl.B (1979) Qualitative Data as an Attractive Nuisance: The Problem of
Analysis Administrative Science Quarterly Vol 24, No 4, pp 590-601
Miles. A	 (1995) Editorial : Critical Inquiry into Clinical Practice Journal of
Evaluation in Clinical Practice Vol 1, No 1, pp 3-4
Miles. M.B and Huberman. A.M (1994) Qualitative Data Analysis Second Edition
Sage : Thousand Oaks
Miles. A and Lugon. M (1996) Effective Clinical Practice Blackwell Science
Oxford
Miles Tapping. C (1985) Physiotherapy and Medicine: Dominance and Control?
Physiotherapy Canada Vol 37, No 5, pp 289-293
Miles Tapping. C, Dyck. A, Brunham. S, Simpson. E, Barbwe. L, (1990) Canadian
Therapists Priorities For Clinical Research: A Delphi Study Physical Therapy Vol 70,
No 7, pp 448-4454
352
Millar. J (1991) Bearing The Cost in S.Becker (Editor) Windows of Opportunity
Chapter three, CPAG : London
Millar. B (1998) Honourable Discharge Health Service Journal January 8, Vol 108,
No 5585, pp 26-29
Miller. C.W (1978) Survival and Ambulation Following Hip Fracture Journal of Bone
Joint Surgery American Vol 60, No 7, pp 930-934
Ministry of Health and Department of Health for Scotland (1950) Report of the
Committees on Medical Auxilliaries (The Cope Reports) HMSO: London
Mitchell. J.R.A (1984) Is Nursing and Business of Doctors? A Simple Guide to the
Nursing Process British Medical Journal Vol 288, January 21, pp 216-217
Moore. W (1995) Is Doctors's Power Shrinking? Health Service Journal Vol 105,
No 5478, pp 24-27
Morgan. G (1993) The Implication of Patient- Focused Care Nursing Standard
Vol 7, No 52, pp 37-39
Moss. F and Garside. P (1995) The Importance of Quality: Sharing the Responsibility
for Improving Patient Care British Medical Journal Vol 310, March 25, pp 996-999
Mullaney. J.W, Fox. R.A, Liston. M.F (1974) Clinical Nurse Specialist and Social
Workers- Clarifying the Roles Social Work in Health Care Vol 22, No 7, pp 712-718
Mullen. W.E (1983) Delphi Type Studies in the Health Service The Impact ofthe
Scoring System Health Service Management Centre University of Birmingham
Birmingham
Murphy. C (1993) Massage- The Roots of Our Profession Physiotherapy Vol 79,
No 8, pp 546
353
Nasar. M.A and Millar, P.H (1981) Caring for the Aged (letter) British Medical
Journal Vol 283, January 21, pp 1184
Nason. F (1983) Diagnosing The Hospital Team Social Work in Health Care Vol 9,
No 2, pp 25-43
National Health Service Executive (1994) The Patients Progress Towards a Better
Service HMSO: London
National Insitute of Social Work (1982) Social Workers. Their Role Social Work
and Tasks Bedford Square Press : London
Naylor. M.D (1990) Comprehensive Discharge Planning for hospitslized Elderly: A
Pilot Study Nursing Research Vol 39, No 3, May-June, pp 156-161
Neill. J and Williams, J (1992) Leaving Hospital: Elderly People and their
Discharge to Community Care HMSO : London
Nelson. L and Kagan. S (1972) Competition. The Star-Spangled Scramble Psychology
Today September, pp 53-56
Nelson. E.0 and Larson. C (1993) Patients Good and Bad Surprises How do they
Relate to Overall Patient Satisfaction Quality Review Bulletin Vol 19, No 3, p 89-91
Newman. J (1987) Multi-disciplinary Education A Way For The Future? in P.Fielding
(Editor) Research in the Nursing Care of Elderly People Chapter 9, Wiley
Chichester
Newman. K (1995) Junior Doctors. New Deal ? Big Deal Health Service Journal
January 5, Vol 105, No 5434, pp24-25
Newton. C.R (1995) Action Research: Application in Practice Nurse Researcher
Vol 2, No 3, pp 60-71
354
Nievaard. A.0 (1987) Communication Climate and Patient Care: Causes and Effects of
Nurses Attitudes to Patients Social Science and Medicine Vol 24, No 9, pp 777-784
Nisbet. R and Watt. J (1980) Case Study Rediguide No.26 TRC Rediguides : Oxford
Nitsun. M, Gledhill. R, Shanley. R (1981) Multidisciplinary Training Groups In a
Psychiatric Hospital Bulletin of the Royal College of Psychiatrists No5, pp 89-91
Nolan. M.R (1998) Outcomes and Effectiveness: Beyond a Professional Experience
Clinical Effectiveness in Nursing Vol 2, No 2, pp 57-68
Norman. I.J, Redfern. S.J, Tomalin. D.A, Oliver. S (1992) Developing Flanagan's
Critical Incident Technique to Elicit Indicators of High and Low Quality Nursing Care
from Patients and Their Nurses Journal of Advanced Nursing Vol 17, No 5,
pp 590-600
North Tyneside Community Health Council (1994) The Discharge of Elderly Frail
People from Hospital in North Tyneside North Tyneside Community Health Council
North Yorkshire Family Health Service Authority (1993) Discharge From Hospital in
Harrogate North Yorkshire Family Health Service Authority
Oakley. P and Greeves. E (1995) Restructuring Purchasing Decentralisation The
Health Service Journal Vol 105, No 5439, pp 30-31
O'Grady-Porter. T and Wilson. C.K (1995) The Leadership Revolution in Health
Care Aspern publication : California
Oktay. J.S, Steinwachs. D.M, Mamon, J, Bone. L.R, Fahey.M (1992) Evaluating
Discharge Planning Services for Elderly People Access, Complexity and Outcome
Health and Social Work Vol 17, No 4 , pp 290-298
355
O'Leary. K. and Kent. R.N (1973) Behaviour Modification for Social Action
Research Tactics and Problems in L.A Hammerlynck , L.0 Handy and E.J.Nask
(Editors) Behavior Change Methodology, Concepts amd Practice Research Press
Champaign
Olsem. V.L and Whittaker. E.W (1968) The Silent Dialogue Jossey-Bass : San -
Francisco
Orelove. F.P and Sobsey. D (1991) Educating Children With Multiple Disabilities:
A Transdisciplinary Approach Paul. H. Brookes : Baltimore
Ovretveit. J (1992) Health Service Quality Blackwell Science : Oxford
Ovretveit. J (1997) How Patient Power and Client Participation Affects Relations
Between Professions in J. Ovretveit, P. Mathias and T. Thompson (Editors)
Interprofessional Working for Health and Social Care Chapter 4, pp 79-102
Macmillan : Basingstone
Ovretveit. J (1998) Evaluating Health Interventions Open University Press
Buckingham
Owns. D. J and Batchelor. C (1996) Patient Satisfaction and the Elderly Social
Science and Medicine Vol 42, Noll, pp 1483-1491
Parahoo. K (1991) Politics and Ethics in Nursing Research Nursing Standard
Vol 6, No 6, pp 35-39
Parker. H (1974) Views From The Boys David and Charles Newton Abbot
London
Parker. A (1972) The Team Approach to Primary Health Care Neighborhood
Health Centre Seminar Program. Monograph Series No.3 Berkely University of
California : California
356
Parkes. M.E (1977) The Importance of Seeing the Whole Picture Australian Nursing
Journal Vol.2, No 6, pp 20-23
Parkin. F (1979) Marxism and Class Theory: A Bourgeois Critique Tavistick:
London
Parry. A (1995) Ginger Rogers Did Everything Fred Astaire Did Backwards and in
High Heels Physiotherapy Vol 81, No 6, pp 310-319
Parson. T (1954) Professions and Social Structure in Essays in Sociological Theory
The Free Press : Glencoe
Patton. M.Q (1990) Qualitative Education and Research Methods Sage : Newbury
Park
Patton. L (1998) Minister Promises Hospital Hit Squads To Tackle High Death Rates
And Cancer Blunders The Guardian January 21, pp 8
Paul. D and Lipham.J (1976) Strengthening Facilitative Environments in J.Lipham and
M.Fruth (Editors) The Principles and Individually Guided Education Addison-
Wesley : Reading Mass
Pearse. M and Woolf. A (1992) Care of Elderly Patients With A Fractured Neck of
Femur Health Trends Vol 24, No 4, pp 134-136
Pendarvis. J.F and Grinnell. R.M (1981) The Use of a Rehabilitation Team for Stroke
Patients Social Work in Health Care Vol 6, No 2, pp 77-78
Penn. B (1991) Occupational Therapy- An Emerging Profession in Health Care.
International Journal of Health Care Quality Assurance Vol 4, No 1, pp 21-23
Phillips. L.R (1986) A Clinicians Guide To The Critique And Utilisation Of
Nursing Research Appleton-Century- Crofts: Commecticut
357
Phillips. M (1999) How The College Girl Destroyed Nursing Sunday Times
January 10, pp13
Phillips. A and Taylor. B (1980) Sex and Skill: Notes Towards a Feminist Economics
Feminist Review Vol 6, pp 79-88
Phillipson. J and Williams. J (1995) Action of Hospital Discharge National Institute
for Social Work Research Unit : London
Plucicman. M (1972) Professional Terrioriality. A Problem Nursing Forum Vol 2,
No 3, pp 301- 310
Polgar. S and Thomas. S.A (1988) Introduction to Research in the Health Sciences
Churchill Livingstone : Edinburgh
Popkewitz. T.S (1984) Paradigm and Ideology in Educational Research Falmer
London
Porter. K.M and Chapple. C (1985) Hospital Discharge Letters for Orthopaedic
Patients-What Does the General Practitioner Want? Health Trends Vol 17, No 6,
pp.42
Price. R (1986) Giving the Patient Control Nursing Times May 14th, Vol 82,
No 20, pp 28-29
Prichard. P (1981) Manual of Primary Health Care Oxford University Press : Oxford
Proctor. S and Hunt. M (1994) Using The Delphi Survey to Devlop A Professional
Definition of Nursing for Analysing Nursing Work-load Journal of Advanced
Nursing Vol 19, No 5, pp 1003-14
Proctor. E.K, Howell-Morrow. N, Kaplan. S.J (1996) Implementation of Discharge
Plans For Chronically Ill Elders Discharged Home Health and Social Work Vol 21,
No 1, pp 30-40
358
Rabin. D.L and Spector. K.K (1980) Delegation Potential of Primary Care Visits by
Physician Assistants, Medex and Primex Medical Care Vol 18, No 11, pp 243-247
Rachman. R (1993) The Role of Social Work in Discharge Planning Health and
Social Care in the Community Vol 1, No 2, pp 105-113
Rachman. R (1995) Community Care: Changing Role of Hospital Social Work
Health and Social Care in the Community Vol 3, No 3, pp 163-172
Raphael. W (1977) Patients and Their Hospitals. A Survey of Patient's Views of
Life in General Hospitals (Third Edition) Kings Edward Hospital Fund for London
London
Rees. C, Miles. J, Fisher. D, Gregory. J (1998) Social Services Year Book Pitman
Publishing : London
Reeves. P (1992) Garbage In, Garbage Out Independent, May 5, p 14
Rehr. H, Berkman. B, Rosenberg. G (1980) Screening for High Social Risk: Principles
and Problems Social Work Vol 25, No 5, pp 403-406
Reid. N.G (1988) The Delphi Technique: Its Contribution to the Evaluation of Practice
in R. Ellis (Ed) Professional Competence and Quality Assurance in the Caring
Professions Chapman and Hall : London
Reiss. C (1999) Enforcer Warns The Cabinet: Start Working as a Team Evening
Standard January 11, pp 1
Renwick. R and Friefield. S (1996) Quality of Life and Rehabilitation in R. Renwick.
I. Brown and M. Nagler (Eds)Quality of Life in Health Promotion an Rehabilitation:
Conceptual Approaches. Issues and Applications pp. 26-28 Sage : Thousand Oaks
Revill . J (1999) GPs Viagra Free For All Evening Standard January 21, pp 1-2
359
Richardson. G and Maynard. A (1995) Fewer Doctors? More Nurses? A Review Of
The Knowledge Base of Doctor-Nurse Subsitution Health Economics Consortium
NHS Centre for Reviews and Dissemination Discussion Paper 135
Richer. J.M (1974) Direct Observation: A Reply to Cooper et al Bulletin of the
British Psycholgical Society Vol 27, November, pp 500-502
Rickford. F (1998) Pile Them High The Guardian : Society Febuary 4, pp 4
Rigge. M (1994) Involving Patients In Clinical Audit (1994) Raising Quality in the
NHS: Progress Quality in Health Care Supplement Vol 3, June, pp 2-5
Rigge. M and Lister. G (1998) Let's Go Dutch The Guardian:Society July 15, pp 10
Rintala. D.H, Hanover. D, Alexander. J.L, Robert. W, Sanson-Fisher. R.W, Willems.
E.P Halstead. L.S (1986) Team Care : An Analysis of Verbal Behaviour During
Patient Rounds in a Rehabilitation Hospital Archives of Physical and Medical
Rehabilitation Vol 67, No 121, pp 118-122
Roberts. I (1975) Discharge from Hospital Royal College of Nursing : London
Roberts. C.S (1989) Conflicting Professional Values in Social Work and Medicine
Health and Social Work Vol 14, No 3 pp 211-218
Roberts. P and Houghton. H (1996) In Search of a Block Buster Health Service
Journal 5th December, Vol 106, No 5532 , pp 28-29
Roberts, B.H and Strodtbeck. F.L (1953) Interaction Process Differences Between
Groups of Paranoid Schizophrenic and Depressed Patients International Journal of
Group Psychotherapy Vol 3, pp 29-41
Robinson. C.A (1994) Hospital Discharge Planning for Older Persons Staff
Perceptions Centre for Social Policy Research and University of Wales : Bangor.
360
Robinson. S (1995) The Benefits and Constraints on Clinical Audit Chapter 5,
pp 81-105 in A. Korber and S. Redfern (Eds) Making Use of Clinical Audit Open
University Press : Buckingham and Philadelphia
Robinson. J (1997) Rehabilitation discovered Working with Older People No 1,
pp 10-11
Robinson. J and Batstone. G (1996) Rehabilitation A Developmental Agenda Kings
Fund : London
Robson. C (1993) Real World Research Blackwell Publishers : Oxford
Rodgers. B.L and Cowles. K.V (1993) The Qualitative Research Audit Trail Research
in Nursing and Health Vol 16, No 3, pp 219-26
Ross. F (1996) Interprofessional Audit The Need For Teamwork When Researching
Quality of Care Nurse Researcher Vol 3, No 3, pp 49-57
Roter. D.L (1977) Patient Participation in the Patients-Provider Interaction The Effects
of Patient Question Asking on the Quality of Interaction, Satisfaction and Compliance
Health Education Mongographs Vol 5, No 4, pp 281-315
Routledge. J and Willson. M (1994) An Experience of Shared Learning British
Journal of Therapy and Rehabilitation Vol 1 No 3 4 pp 132-135
Rowden. K (1984) Doctors Can Work With the Nursing Process: A Reply To
Professional Mitchell British Medical Journal Vol 288, 21 January, pp 219-221
Royal College of Physicians of London (1989a) Medical Audit : A First Report Why
What and How? Royal College of Physicians of London : London
Royal College of Physicians (1989b) Fractured Neck of Femur Prevention and
Management Royal College of Physicians : London
361
Royal College of Physicians of London (1994) Ensuring Equity and Quality of Care
for Elderly People. The Interface Between Elderly People and General Medicine
Royal College of Physicians : London.
Rubin. C.D (1995) Southwestern International Medical Conference: Prevention of
Hip Fracture in the Elderly American Journal of the Medical Sciences Vol 310, No 2,
pp 77-85
Rubin. S.G and Davies. G.H (1975) Bed Blocking by Elderly Patients in General
Hospital Wards Age and Ageing Vol 4, No 3, pp 142-147
Rubenstein. L.Z, Josephson. K.R, Wieland. G.D, English. P.A, Sayre J.A, Kane. R.L
(1984) Effectiveness of a Geriatric Evaluation Unit: A Randomised Clinical Trial New
England Journal of Medicine Vol 311, No 26, pp 1664-1670
Russell. I.T et al (1992) Medical Audit in General Practice: Effects on Doctor's
Clinical Behaviour for Patients with Common Childhood Condition British Medical
Journal Vol 304, June 6, 1480-1488
Russell. I.T and Wilson. B.J (1992) Audit: The Third Clinical Science Quality in
Health Care Vol 1, No 1, pp 51-55
Sackett. D.L, Rosenberg. W.M.C, Gray. W.C, Hayes. R.B, Richardson. W.S (1996)
Evidence Based Medicine What It Is and What It Isn't British Medical Journal
Vol 312, January 13, pp 71-73
Sacicman. H (1975) Delphi Critique Lexington Books : Lexington
Saddington. N (1985) A Communication Breakdown Nursing Times Vol 81, No 8,
pp 31
362
Salisbury. C.J and Tettersell. M.J (1988) Comparison of the Work of a Nurse
Practitioner With That of a General Practitioner Journal of the Royal College of
General Practitioners Vol 38, No 312, pp 314-316
Salter. S and Snee. N (1997) Power Dressing Health Service Journal Vol 107,
No 5540, 13th February pp 30-31
Sandelowski. M (1986) Sample Size in Qualitative Research Research in Nursing
and Health Vol 18, No 2, pp 179-83
Sandelowski. M (1993) Rigor or Mortis: The Problems of Rigor in Qualitative Research
Advances in Nursing Science Vol 16, No 2, pp 1-8
Sander.D (1985) The Struggle for Health Medicine and the Politics of
Underdevelopment Macmillan : London.
Sandler. D.A and Mitchell. J.R.A (1987) Intermin Discharge Summaries: How are they
best delivered to General Practioners? British Medical Journal Vol 295, December
12, pp 1523-1525
Sands. R.G, Stafford. J. McClelland. M (1990) I Beg to Differ: Conflict in the
Interdisciplinary Team Social Work in Health Care Vol 14, No 3, pp 55-72
Sanson-Fisher. R.W. Poole. A.D and Harper. J (1979) Behaviour analysis of Ward
Rounds within a General Hospital Psychiatric Unit Behavioral Research andTherapy
Vol 17, No 4, pp 333-548
Santee. R. T and Jackson. S. E (1982) Sex Differences in Evaluative Implications of
Conformity and Dissent Social Psychology Quarterly Vol 45, pp 121-125
Scheibe. M, Skutsch. M, Schofer. J (1975) Experiments in Delphi Methodology. In H.
Linstone and M.Turoff (Eds) The Delphi Method: Techniques and Applications
Addison-Wesley : London
363
Schein. E.H (1972) Professional Education: Some New Directions McGraw Hill
New York
Schindele. R (1981) Methodological Problems in Rehabilitation Research
International Journal of Rehabilitation Research Vol 4, pp 233-248
Schmitt. M.H and Farrell. M.P (1988) Concepts and Methodological Problems in
Studying the Effects of Interdisciplinary Geriatric Teams The Gerontologist Vol 28,
No 6, pp 753-763
Schneider. D.P and Foley. W.J (1977) A Systems Analysis of the Impact of Physic=
Extenders Medical Cost and Manpower Requirements Medical Care Vol 14, No 4,
pp 277-297
Schreiber. H (1981) Discharge Planning: Key To The Future of Hospital Social Work
Health and Social Work Vol 6, No 2, 48-55
Schultz. R and Williamson. G.M (1993) Psychosocial and Behavioural Dimensions of
Physical Frailty Journal of Gerontology No 48, SPI, pp 39-43
Schuman. J.E, Ostfeld. A.M, Willard.H.N (1976) Discharge Planning in Acute
Hospital Archives of Physical and Medical Rehabilitation Vol 57, No 1, pp 343-347
Schutzenhofer. K.K (1988) The Problem of Professional Autonomy in Nursing Health
Care for Womens International Vol 9, No 2, pp 93-106
Scriven. M (1971) Objectivity and Subjectivity in Educational Research in L.Thomas
(Editor) Philosophical Redirection of Educational Research University of Chicago
Press : Chicago
Seebohm. F (1968) Report on the Local and Allied Personal Social Services
London : HMSO
364
Sim. J (1997) Ethical Decision Making in Therapy Practice Butterworth Heinemann
Oxford
Shah. S and Cooper. B (1992) Occupational Therapy: A Profession Not a Discipline
The Australian Occupational Therapy Journal Vol 39, No 12, pp 25-27
Sharon. S (1980) Cooperative Learning in Small Groups. Recent methods and Effects
on Achievement to Attitudes and Ethnic Relations Review of Educational Research
Vol 50, No 2, pp 241-272
Shaw. R.J, Mitchell. D.M, Dawson.D (1995) Motivation of Physicians British
Medical Care Management Vol 1, No 13, pp 648-652
Sherer. J.L (1993) Putting Patients First Hospitals Vol 67, No 3, pp 14-18
Sherman. J (1998) Dobson Will Set Standards For Residential Homes The Times
September 26, pp 2
Shore. P (1998) Ready, Steady Go Health Service Journal Vol 108, No 5585, pp 30-31
Shortell. S.M (1974) Occupational Prestige Differences Within the Medical
and Allied Health Professions Social Science and Medicine Vol 8, No 27, pp 1-9
Sieber. J.E and Stanley. B (1988) Ethics and Professional Dimensions of Socially
Sensitive Research American Psychologist Vol 43, No 1, pp 49-55
Silverman. D (1985) Qualitative Methods and Sociology Gower : Aldershot
Silverman. D (1993) Interpreting Qualitative Data Sage : Thousand Oaks
Sim. J (1997) Ethical Decision Making in Therapy Practice Butterworth Heinemann
: Oxford
365
Simpson. R.L and Simpson. I.H (1969) Women and Bureaucracy in the Semi-
professions in A.Etzioni (Editor) The Semi-Professions and their Organisations Free
Press: New York.
Skeet. M (1970) Home from Hospital. The Result of a Survey Conducted Among
Recently Discharged Hospital Patients Dan Mason Nursing Research Subcommitteeof
Great Britain and Northern Ireland.
Sleicher. M.A (1981) Nursing Is Not a Profession Nursing and Health Care April,
pp 186-191
Smith. N.L (1985) Introduction Moral and Ethical Problems in Evaluation Evaluation
and Program Planning Vol 8, No I, pp 1-3
Smith. R (1992) Whistle Blowing: A Cursee on Ineffective Organisations British
Medical Journal Vol 305, 28 November, pp 1308-1309
Snodgrass. J (1966) Interprofessional Stereotyping In The Hospital Nursing Research
No 15, pp 350-354
Snyder. M (1981) Preparation of Nursing Students for Health Care Teams
International Journal of Nursing Studies Vol 18, No 2, pp 115-122
South Thames Community Health Council (1995) A Survey of the Elderly Discharged
From Hospital South Thames (West) Association of C ommunity Health Councils.
Spashett. E.M (1981) What Role Occupational Therapy - Luxary or Necessity? British
Journal of Ocupational Therapy Vol 44, No 9, pp 288-291
Spelman. M.S and Ley. P (1963) Psychological Reaction to Illness and
Hospitalisation in a Group of Medical In-patients University of Liverpool.
Department of Psychiatry : Liverpool
366
Spiegel. J.S and Spiegel. T.S (1984) An Objective Examination of Multidisciplinary
Patient Conference Journal of Medical Education Vol 59, May, pp 436- 438
Spitzer. W.0, Sackett. D.L, Sibley. J.C, Roberts. R.S, Gent. M, Kergin. D.J (1974) The
Burlington Randomised of the Nurse Practitioner New English Journal of Medicine
Vol 290, No 5, pp 251-256
Spoth. R and Redmond. C (1992) Study of Participation Barriers in Family Focused
Prevention. Research Issues and Preliminary Results International Quarterly of
Health Education Vol 13, pp 365-388
Stachura. K (1994) Professional Dilemmas Facing Physiotherapists Physiotherapy
Vol 80, No 6, pp 357-360
Stathem. D (1996) The Future of Social and Personal Care National Institute For
Social Work: London
Stein. L (1967) The Doctor-Nurse Game Archives of General Psychiatry Vol 18,
No 6, pp 699-703
Stein. L, Watts. D.T, Howell. T (1990) The Doctor-Nurse Game Re-visited New
England Journal of Medicine Vol 322, No 8, pp 546-549
Steinwachs. D.M, Fahey. M, Bones. L.R, Oktay. J, Klein. L, (1982) Impact of Hospital
Discharge and Planning on Meeting Patients Needs after Returnin Home Health
Service Research No 27, pp 155-175
Stenhouse. L (1978) Applying Research to Education in J.Rudick and D.Hopkins
(Editors) Research as a Basis for Teaching Heinemann : London
Stevenson. 0 and Parsloe. P (1978) Social Service Teams The Practioners View
Department of Health and Social Security HMSO : London
367
Stewart. L.S.P and McMillan. I.R (1998) Rehabilitation Schemes for Elderly Patients
With A Hip Fracture British Journal of Occupational Therapy Vol 61, No 8, pp 367-
371
Stiles. W.B (1978) Verbal response Modes and Dimensions of Interpersonal Roles.
A Method of Discourse Analysis Journal of Personality and Social Psychology
Vol 36, No 1, pp 693-703
Stiles. W.B, Putnam. M.D,Wolf. M.H, Sherman. J.A (1979) Interaction Exchange
Structure and Patient Satisfaction with Medical Interviews Medical Care Vol 17,
No 6, pp 667-679
Stogdill. R.M (1974) Handbook of Leadership Free Press : New York
Storrie. J (1992) Mastering Interprofessionalism An Enquiry into the Development of
Masters Programmes with an Inter- professional focus Journal of Interprofessional
Care Vol 6, No 3, pp 253-259
Stout. R.W (1979) Three Views on Geriatric Medicine Hospital care of the Elderly
General or Geriatric Medicine Age and Ageing Vol 8, No 3, pp 137-140
Strasser A.L (1987) Opening Patients Records To The Public Could Hamper Quality
Medical Care Occupational Health and Safety Vol 56, March, pp 41
Strauss.A.L (1987) Qualitative Analysis for Social Scientists Cambridge University
Press : Cambridge
Strauss. A and Corbin. J (1990) Basics of Qualitative Research Sage : Newbury Park
Strauss, J.H and Ziegler, L.H (1975) The Delphi Technique and Its Uses in Social
Science Research Journal of Creative Behaviour Vol 9, No 4, pp 253-259
Strodtbeck. F.L (1954) The Family as a Third Person American Sociological Review
Group No XIX, pp 23-29
368
Sumsion. T (1998) The Delphi Technique: An Adaptive Research Tool British
Journal of Occupational Therapy Vol 61, No 4, pp 153-156
Sutherland. H.L, Llewellyn-Thomas. H.A Lockwood. G.A, Tritcher.D.L, Till. J.E
(1989) Cancer Patients: Their Desire for Information and Participation in Treatment
Decisions Journal of The Royal Society of Medicine Vol 82, No 5, pp 260-263
Swanwick. M (1994) Observation as a Research Method Nurse Researcher Vol 2,
No 2, pp 5-12
Swayne. J (1993) A Common Language of Care? Journal of Interprofessional Care
Vol 7, No 1, pp 29-35
Sylva. K, Painter. M, Roy. C (1980) Child Watching at Playgroup and Nursery
Grant McIntyre : London
Sym. D.M (1980) Changing Attitudes in a Developing Profession British Journal of
Occupational Therapy Vol 43, No 5, pp 149-156
Szasz. G (1970) Education for the health team Canadian Journal of Public Health
Vol 61, No 5, pp 386-390
Szasz. T.S and Hollander. M (1956) A Contribution to the Philosophy of Medicine. The
Basic Models of the Doctor/Patient Relationship. American Medical Association
Archives of Internal Medicine No 97 : pp 585
Thomas. L.H, McColl. E, Priest. J, Bond. S (1996) Open-Ended Questions Do They
Add Anything To A Quantitative Patient Satisfaction Scale? Social Science in Health
Vol 2, No 1, pp 23-34
Thomas. T (1999) Video Nasty The Guardian : Society January 13, pp 2-3
Thompson.N (1993) Anti-Discriminatory Practice Macmillan Press: London
369
Tierney. A, Worth. A, Closs. S.J, Macmillan. M (1994) Older Patients Experiences of
Discharge From Hospital Nursing Times Vol 90, No 21, May 25, pp 36-39
Titchen. A (1995) Issues of Validity in Action Research Nurse Researcher Vol 2,
No 3, pp 38-46
Tolliday. H (1978) Clinical Autonomy Heinemann : London
Tomlison. B (1992) Report of the Inquiry into London's Health Service Medical
Education and Research HMSO: London
Tope. R (1996) Integrated Interdisciplinary Learning Between the Health and
Social Care Professions Averbury : Aldershot
Townsend. J (1994) Early and Supported Hospital Discharge : The Hospkal and
Community Interface Journal of the Royal Society of Medicine Vol 87, June
pp 348-351
Treece. E.W and Treece. J.W (1986) Elements of Research in Nursing Fourth Edition
CV Mosby Co: St.Louis
Turner.0 and Hodge. M.N (1970) Occupations and Professions in J.A Jackson
(Editors) Professions and Professionalization Chapter two, pp 19-50, Cambridge
University Press : Cambridge
Tuthill. D and Forsyth. D. R (1982) Sex Differences in Opinion Conformity and
Dissent Journal of Psychology Vol 116, pp 2050210
Tweedie. N (1998) Surgeons May Face Performance Reviews Every Five Years
The Daily Telegraph October 23, pp 8
Tweedie. N (1999) Hospital Braced For a Weekend of Chaos The Daily Telegraph
January 5, pp 8
370
Uhl. N.P (1975) Consensus and the Delphi Process Paper Presented at the Annual
Meeting of the American Educational Research Association ERIC Document
ED 104 201 : Washington D.0
United Cerebral Palsy, Nationally Organised Collaborative Comprehensive Service for
Atypical Infants and Their Families (1976) Staff Development Handbook : A
Resource For The Transdisciplinary Process United Cerebral Palsy Association ..
New York
United Kingdom Central Council for Nursing, Midwifery, and Health Visiting (1992)
Code of Professional Conduct Third Edition UKCC : London
Van Ort. S and Phillips. S (1992) Feeding Nursing Homes Residents With Alzheimers
Disease Geriatric Nursing Vol 13, No 5, pp 249-253
Vaughan. P (1989) A New Kind of Team Community Care Number 780, September
14, pp 14-15
Veatch. R.M (1989) Medical Ethics Jones and Bartlett : New York
Victor. C.R (1996) Broken Down By Age and Sex : An Examination of Old Age in the
Inner City pp 85-101 in D. Guez (Editor) Home Care Sedi : Paris
Victor. C.R, Young, E, Hudson. M, Wallace. P (1993) Whose Responsibility Is It
Anyway? Hospital Admission and Discharge of Older People in an Inner-London
District Health Authority Journal of Advanced Nursing Vol 18, No 3, pp 1297-
1304
Waitzkin. H (1984) Information Giving Journal of Health and Social Behavior
Vol 26, June, pp 81-101
Walker. A.M and Selfe. J (1996) The Delphi method: A Useful Tool for the Allied
Health Researcher British Journal of Therapy and Rehabilitation Vol 3, No 12,
pp 677-81
371
Walton. J (1989) Workforce Needs and Training Resources. The Development of
the First ENB / CCETSWValidated Joint Training Course in Mental Handicap
Unpublished. University of York Department of Social Policies and Social Work : York
Waters. K.R (1987) Discharge Planning: An Exploratory Study of the Process of
Discharge Planning An Geriatric Wards Journal of Advanced Nursing Vol 12, No 3,
pp 347-355
Weber. M (1958) The Protestant Ethic and The Spirit of Capitalism (1905-5)
Schreiber Press : New York
Webb. A (1986) Collaboration in Planning : A Prerequisite of Community Care? in
A.Webb and G.Wistow (Editors) Planning Needs and Scarcity, Essays on Personal
Social Services Allen and Unwin : London
Webb. A (1991) Coordination: A Problem in Public Sector Management Policy and
Politics Vol 19, No 4, pp 229-241
Webb. D (1992) Competencies, Contracts and Cadres: Common Themes in Social
Work Control of Nurses and Social Work Education Journal a Interpir ofessional
Care Vol 5, No 5, pp223-230
Weed. L.L (1969) Medical Records, Medical Education and Patient Care. The
Problem Oriented Record As a Basic Tool Western Reserve University Press
Cleveland Ohio
While. A and Barriball. L (1999) Qualified and Unqualified Nurses Views of the
Multidisciplinary Team Journal of Interprofessional Care Vol 13, No 1, pp 77-89
Whitehead. J and Lormax.P (1987) Action Research and the Politics of Educational
Knowledge British Educational Research Journal Vol 13, No 2, pp 175-190
372
Whittington. C (1992) Teaching and Assessing Social Workers For Organisational
and Inter-Professional Practice The CCETSW-Kings College Project Stage 1
CCETSW : London
Whittington. C. M (1998) Readiness for Organisational and Inter-professional
Practice in Social Work. A Sociological Study of Key Contexts and their Relevance
for Qualifying Education and Training for Social Workers Unpublished PhD thesis
Kings College University of London
Wilding. P (1982) Professional Power and Social Welfare Routledge and Kegan
Paul : London
Wilensky. H.L and Lebeaux. C.N (1963) Professional Power and Social Welfare
Routledge and Kegan Paul : London
Williams. T.F (1981) Clinical and Service Aspect of Geriatric Teaching Programs in
A.R Sommers and D.R Fabian (Eds) The Geriatric Imperative An Introduction to
Gerontology and Clinical Geriatrics Appleton-Century-Crofts : New York
Williams. B (1994) Patient Satisfaction. A Valid Concept? Social Science and
Medicine Vol 38, No 4, pp 509- 514
Williams. A (1995) Ethics and Action Research Nurse Researcher Vol 2, No 3,
pp 49-59
Williams. P.L and Webb. C (1994) The Delphi Technique : A Methodological
Discussion Journal of Advanced Nursing Vol 19, No 1, pp 180-186
Williams. E.I and Fitton. F (1988) Factors Affecting Early Unplanned Readmissions
of Elderly Patients to Hospital British Medical Journal Vol 297, September 24,
pp 784-787
William. E.I and Fitton. F (1990) General Practioner Response to Elderly Patients
Discharged from Hospital British Medical Journal Vol 300, January 20, pp 159-161
373
Williams. J.G, Roberts. R, Rigby. M.J (1993) Integrated Patient Records Another
Move Towards Quality for Patients. Quality in Health Care Vol 2, No 2, pp 73-74
William. R.A and Williams. C (1982) Hospital Social Workers and Nurses Inter-
professional Perceptions and Experiences Journal of Nursing Education Vol 21, No 5,
pp 16-21
Wilson. G (1993) Users and Providers: Different Perspectives on Community Care
Services Journal of Social Policy Vol 22, No 4, pp 507-526
Winter. R (1989) Learning from Experience Principles and Practices in Action
Research Falmer Press : London
Winter. R (1996) Some Principles and Procedures for the Conduct of Action Research
in Ortrun Zuber-Skerritt (Editor) Chapter 2 pp 13-27 New Directions in Action
Research Falmer Press : London
Wirral Community Health Council and Wirral Family Health Service Authourity
(1991) Discharge of Elderly People From Arrowe Park Hospital Wirral Community
Health Council and Wirral Family Health Service Authourity
Wise. H, Bechard. R, Rubin. I, Kyte. A (1974) Making Health Care Teams Ballinger :
USA
Wolock. I and Schlesinger. E.G (1986) School Work Screening in New Jersey
Hospitals : Progress, Problems and Implications Health and Social Work Vol 11, No 1
pp 15-24
Wood. D.J and Gray. B (1991) Towards a Comprehensive Theory of Collaboration
Journal of Applied Behavioral Science Vol 22, No 2, pp 139-162
Woodcock.M and Francis.D (1981) Organisational Development Through
Teambuilding : Planning A Cost Effective Strategy Gower : Aldershot
374
Woodruf. G and McGoniegel. M.J (1988) Early Intervention Team Approaches. The
Trans-disciplinary Model in J.B Jordan, J.J Gallaghr, P.L Hutinger and M.B Karnes
(Editors) Early Childhood Special Education. Birth to Three 164-181 Council for
Exceptional Children : Reston
Woods. P (1982) Inside Schools Routledge : London
Woolley. F.R, Kane. R.L, Hughes. C.C, Wright. D.D (1978) The Effects of Doctor
Communication on Satisfaction and Outcome of Care Social Science and Medicine
Vol 12, No 3 pp 123-128
Worthing Community Health Council (1994) Discharge of Elderly Patients From
Acute Wards In Worthing and Southlands Back Into The Community Worthing
Community Health Council
Yin. R.K (1994) Case Study Research Second Edition Sage : Thousand Oaks
Yoshida. R.A (1983) Are Multidisciplinary Teams Worth The Investment Social
Psychological Review Vol 12, No 2, pp 137-143
Young. E (1991) Older People at the Interface. A study of the Provision of
Services for Older People Within Parkside Health Authority Occasional Paper No.10
The Hamlyn Research Unit Department of General Practice St. Marys Hospital Medical
School : London
Younghusband. E (1959) Report of the Working Party on Social Workers in the
Local Authourity and Welfare Services HMSO: London.
Younghusband. E (1978) Social Work in Britain 1950 -1975 Vol. 1 George Allen
and Unwin : London
Younghusband. E (1981) The Newest Profession A Short History of Social Work
Community Care Business Press : London
375
Zanna. M.P and Pack. S. J (1975) On the Self-fulfilling Nature of Apparent Sex
Differences in Behaviour Journal of Experimental Social Psychology Vol 11,
pp 583-591
Zuber-Skerritt. Ortrun (1992) Professional Development in Higher Education: A
Theoretical Development for Action Research Kogan Page : London
Zuber-Skerritt. Ortrun (1996) Emancipatory Action Research for Organisational
Change and Management Development in Ortrun Zuber-Sekerritt New Direction in
Action Research Falmer Press : London
376
Appendix One
RESEARCH ETHICS COMMITTEE
Hospital
Friday, 7 February 1997
Anita Atwal
24 South Island Place
London
SW90DX
Dear Ms Atwal
EC3480 Discharge planning and the multidisciplinary team decision making. Can it work does it
work?
ETHICS COMMITTEE NUMBER MUST BE USED IN ALL COMMUNICATIONS
On behalf of the members, I am pleased to say that the above project has now been approved by the Local
Research Ethics Committee. This approval is given on the understanding that the researcher(s) will
observe strict confidentiality over the medical and personal records of these patients. It is suggested that
this be achieved by avoidance of the subject's name or initials in the communication data. In the case of
hospital patients, this can be done by using the hospital record number and in general practice, the
National Insurance number or a code agreed with the relevant GP.
It should be noted:
1. The Ethics Committee's decision does not cover any resource implications which may be
involved in your project.
2. The Ethics Committee should be informed of any untoward development, amendments or
changes in protocol that may occur during the course of your investigations.
Please quote the above EC number in any correspondence.
3. Where research involves computer data, this may be subject to the Data Protection Act.
4. The GPs of any volunteers taking part in research projects should be aware of their patients'
participation.
5. Every care should be taken to obtain the volunteer's informed consent to participate in the
research project with the necessary help being provided for volunteers with language difficulties.
May I take this opportunity of informing you that, in accordance with guidelines set down by the
Department of Health and the Royal College of Physicians, we will require details of the progress of your
project in twelve months' time and every year thereafter for the life of the project, and you will receive
the appropriate form for completion. If you have need to contact us further regarding your project, please
quote the EC number as specified in the heading.
Yours sincerely
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Appendix Two
THE SYSTEM OF CATEGORIES USED IN THE
BALES INTRACTION ANALYSIS
1. Shows Solidarity, raises other's status, gives help reward:
2. Shows Tension. jokes, laughs, shows satisfaction.
3. Agrees. shows passive acceptance, understands, concurs, complies
4. Gives Suggestions. direction, implying autonomy for other
5. Gives Opinion, evaluation, analysis, expresses feeling, wish
6. Gives Orientation, information, repeats, clarifies, confirms
7. Asks for Orientation, information, repetition, confirmation
8. Asks for Opinion, evaluation, analysis, expression of feeling
9. Asks for Suggestion. direction, possible ways of action
10.Disagrees. shows passive rejection, formality, withholds help
11.Shows Tension. asks for help, withdraws out of field
12.Shows Antagonism, deflates other's status, defends or asserts self
KEY
1-3 = Social Emotional Area (Positive)
4-6 = Task Neutral Area (Neutral)
6-9 = Task Neutral Area (Neutral)
10-12 = Social Emotional Area (Negative)
Appendix Three
MULTIDISCIPLINARY TEAM WORK AND DISCHARGE
Name of Hospital:
Number of beds designated per Consultant
1. Area of Speciality:
Orthopaedics 0 Elder Care 0	 Acute Medicine	 0
2. Profession:
Consultant	 0	 Specialist Registrar 0	 Other Please Specify
3. What form does the Multidisciplinary Team Meeting (MDT) take?
Meeting with Consultant
	
0	 Meeting without Consultant 0
Consultant bed-side ward round 	 0	 Other - Piease Specify
4. What Professionals are represented at the MDT Meetings?
Physiotherapist 	 0	 Occupational Therapist
	
0	 Staff Nurse 0
Registrar	 0	 Senior House Officer	 0	 Consultant 0
Care Manager	 0	 Discharge co-ordinator 	 0	 House Officer 0
5. What benefits do you perceive in MDT Meetings?
Better quality of care	 0	 Better discharge planning	 0
Better communication	 0	 Better morale	 0
379
6.	 Do any of the following factors hinder the MDT?
Lack of interest by some members 0	 Poor liaison with Social Services 	 0
Lack of time 0
7.	 How would you rate the collaboration between the specialities?
Excellent Very Good
	 Good Poor Terrible
Orthopaedics with Elder Care
	 0	 0	 0	 0	 0
Orthopaedics with Acute MedicineD	 0	 0	 0	 0
Elder Care with Acute Medicine 0	 0	 0	 0	 0
Please state any additional /suggestions
Many thanks once again for taking part in the Team Work and Discharge Survey.
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Appendix Four
DELPHI SURVEY QUESTIONNAIRE
DISCHARGE PLANNING AND MULTIDISCIPLINARY TEAM WORK
Please read through the three scales (feasibility, desirability, and importance
scale). Then turn to the Delphi study and the list of 15 statements. Please read
the statements carefully and then write the number from the scale reference (1-5)
which matches your opinion.
TABLE 1
Feasibility Scale
Scale Reference Definitions
1. Definitely Feasible Can be implemented
No research and development work required
Definitely within available resources
No major organizational roadblocks
Will be acceptable to all members of your team
2. Probably Feasible Some indication this can be implemented
Some research and development work required
Available resources would have to supplemented
Some organization roadblocks
Some indication may be acceptable to some
members of your team
3. May or May Not be feasible Contradictory evidence this can be implemented
Indeterminable research and development effort
needed
Increase in available resources would be needed
Organizational roadblocks
Some indications may not be acceptable to most
members of your team
Probably Not Feasible Some indication this cannot be implemented
Major research and development effort needed
Large scale increase in available resources would
be needed
Organization roadblocks
Not acceptable to large numbers of your team
Definitely Not Feasible Cannot be implemented (Unworkable)
Basic research needed
Unprecedented allocation of resources would be
needed
Organization unacceptable
Completely unacceptable to members of your
team
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Feasibility
(1-5)
Desirability
(1-5) 
Importance
(1-5)
1.	 Develop inter disciplinary
notes to improve
documentation
2. All patients should be
assessed by care managers
regardless of whether they
are on the list for St.
Charles
3. All MDT members should
meet once a day at the same
time to discuss referrals and
discharge problems
4. A structured format of
communicating and
documenting social history
should be introduced at the
nursing hand-over
5. One member of the MDT
should be responsible for
documenting the social
history and the fiinctional
state of the patient within 2
days of admission
6. If indicated from social
history a professional
should undertake an
environmental visit within
5 days of admission
7	 Patients should not be
transferred more than 3
times (excluding transfers
to St. Charles or others
placements)
8. Patients and / or relatives
should be given an
information sheet and
consent form regarding
transfer to St. Charles
9. Ward rounds should be goal
orientated and time bound
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Feasibility
(1-5)
Desirability
(1-5)
Importance
(1-5) 
10. Identify named discharge
nurse
11 . Occupational Therapists
and Care Managers should
become consultant based
and attend the designated
consultants ward round
12. All network meetings
should be chaired and
managed by care
managers
13. Care managers should
acknowledge the receipt of
referral and indicate when
the patient will be
assessed
14. Saturdays and Sundays
should be regarded as a
normal working day for
Care Managers,
Occupational Therapists,
and Physiotherapists
15. Referrals to elder care
consultants should be
made when MDT feel it is
appropriate and should not
be time bound
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Appendix Five
ACCIDENT AND EMERGENCY / LONDON AMBULANCE
HANDOVER FORM
Does the patient live alone?
If no who does the patient live with ?
Does the patient have any pets which will need attention?
Type of accommodation (House, flat, layout, Number of stairs)
Is the accommodation in good condition
Is the accommodation clean and tidy?
Does the accommodation have adequate facilities (heating, running water)
Are there any mobility aids or other aids/equipment in situ.
Is the patient a frequent faller? Is the cause of the fall known?
Any other additional information.
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Appendix Six
IMPLEMENTING A INTERDISCIPLINARY MODEL WITH
FRACTURED NECK OF FEMUR
GP QUESTIONNAIRE
How often are you informed of the patients admission diagnosed with a fractured
neck of femur?
Always	 0 Sometimes 0 Never 0
How soon would you like to be informed of the patients admission?
1 day 0 2 day 0 4 day 0 7 day 0 10 day 0 14 day 0
How would you like to be informed of the patients admission?
Fax 0	 Telephone	 0	 E Mail CI	 Letter	 0
To assist with interdisciplinary discharge planning would you be willing to provide
information to the A&E discharge nurse
Yes 11 No 0
If yes how should this information be exchanged
Structured Form Via Fax	 0	 Telephone 0	 Structured Form via Fax 0
Un structured Form via Fax 	 0	 Other(please state)
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Should the A&E nurse contact the following persons?
GP 0	 DN 0 Practice Nurse 0 Linkworker 0 Receptionist 0
Other (please state)
Would any of the following factors hinder information from being exchanged if
requested by the A&E nurse?
Lack of interest 0 Lack of time 0 Information not available 0
Information not accessible	 0	 Other (please state)
Please state and additional comments/suggestions
Many Thank for Completing this Questionnaire
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NoYes
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Appendix Seven
DATA FROM GENERAL PRACTIONER QUESTIONNAIRE
How often are you informed of the patient's admission diagnosed with a fracture neck of
femur?
Always Sometimes Never
6 16 2
How soon would you like to be informed of the patient's admission with a fracture neck
of femur?
In Days
1 2 4 7 10 14 2-4	 At discharge Before Discharge
3455 1 1 1	 2 2
How would you like to be informed of the patient's admission with a fracture neck of
femur?
Fax Telephone E Mail Letter
17 0 0 7
To assist with multidisciplinary discharge planning would you be willing to provide
information to the Accident and Emergency (A&E) discharge liaison nurse?
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If yes how should this information be exchanged?
Structure form
via Fax
Telephone Structure Form
via Telephone
Unstructured
via Fax
Other
15 4 5 0 0
Should the A&E discharge nurse contact which of the following persons?
GP & or
Practice
Nurse
GP Practice
Nurse
GP& or
District
Nurse
District
Nurse
Link-
worker
Receptionist GP /DN/
Practice
Nurse
Practice
Nurse &
or Link
worker
2 2 4 5 5 1 2 2 1
Would any of the following factors hinder information from being exchanged if
requested by an A&E discharge nurse?
Lack of Interest Lack of Time Information not
available
Information not
accessible
None
1 9 8 6 4
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Patients Name:
DOB
Cognition
(Long & Short term)
Sight.
Hearing
Speech
Appendix Eight
DATA COLLECTION FORM: GENERAL PRACTIONERS
Lives Alone
Lives with Following
Type of Accommodation * Flat/ House/ Hotel/
Health & Needs of Carer
Significant Others
Community support prior to admission
Social Services prior to admission
Daily Living Skills- Prior to Admission (Including Equipment/Aids)
ADL Task Independent Supervision only One to assist Two to assist Transfer Board Hoist
Mobility
Bed Transfer
Toilet Transfer
Chair Transfer
Bath Transfer
Personal Care
Cooking
Laundry & Cleaning
Shopping
__
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Date 	
Medication
Relevent Medical History
Psychiatric Problems
Any Other Special Needs
Completed by
Information obtained from 	 	 Date 	
391

Appendix Ten
GUIDE TO COMPLETING THE INTEGRATED NOTES
* Once the patient arrived within A&E the triage nurse will collect information
regarding the patient from the ambulance crews
* The ICP will be commenced and the A&E discharge nurse contacted
* The A&E discharge nurse will collect the pre-functional and sociai history. The GP
and other agencies will be contacted regarding the patients admission and information
about the patient will be request. The form will be completed within two working days.
This information is not an assessment of current function
* Once the patient arrives on the ward, the named nurse will fax this referral form to
social services.
* The nursing care plan which has commenced in A&E will be continued on the ward
since documentation will be shared.
* The Physiotherapy documentation will also be integrated which will prevent
duplication.
* The ICP will continue in the normal manner. The Discharge outcome criteria (for
home or elder care) must be completed before the patient is discharged.
* At the GO meeting the problem and the agreed plan for each patient must be
documented.
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When completing the ICP ensure the following:-
* Patients name and Hospital number is completed
* Sign or initial name after each entry. The named nurse must complete one full
signature per shift.
* For each day there are a number of expected patients outcomes which are stated. The
outcome states what the patient is expected to accomplish by the hospital discharge date.
If the task has been completed simply sign next to the entry.
If the expected outcome has not been met, variance data must be recorded. This may be
both negative and positive. It is essential to record and identify the cause of the variance.
e.g. an OT may not assess transfers on day four because the patient is on bed rest.
* After each entry goals must be recorded or re-evaluated. This is an essential part the
decision making process.
* If additional space is required use additional sheets which can be found at the back of
the ICP.
* If intervention occurs at the week-end then this becomes a variance. This must be
documented.
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Appendix Eleven
AUDIT OF FRACTURED NECK OF FEMUR
INTERDISCIPLINARY DISCHARGE MODEL
DATA COLLECTION FORM
Consultant
	 	
Borough 	
Date of Admission 	 	 Sex	 M 0 F 0
Day of Surgery 	 	 Age 	
Date of Discharge 	
Actual Discharge Date Recorded in interdisciplinary notes	 Yes 0 No 0
Medical Admission from interdisciplinary notes
Time spent in A&E (from ICP) 	
Social history recorded in medical notes preoperative
Cognitive function recorded pre-operative
Previous functional recorded pre-operative
Documentation nursing in interdisciplinary notes
Has the risk for pressure care been assessed
Evidence of reassessment
Has the pain been assessed
Is there evidence of reassessment
Has the nutrition risk been assessed
Is there evidence of reassessment
Has the functional history been recorded
Has the social history been recorded
Evidence of pre-admission primary care recorded
Yes El No 0
Yes 0 No CI
Yes	 No 0
Yes 0 No CI
Yes 0 No CI
Yes El No CI
Yes 0 No 0
Yes 0 No 0
Yes 0 No CI
Yes 0 No CI
Yes El No 0
Yes 0 No Cl
Physiotherapy documentation in interdisciplinary notes
Has mobility been assessed within time frame of ICP Yes El No 0 NA 0
Has mobility been assessed within 24 hr of op. Yes 0 No 0 NA 0
Is there evidence of reassessment Yes 0 No CI NA 0
Has tranfers been assessed within time frame of ICP Yes 0 No 0 NA CI
Is there evidecne of reassessment Yes 0 No CI NA CI
395
Occupational therapy documentation in interdisciplinary notes
Referral actioned within time frame of ICP Yes 0 No 0 N/A 0
Has the functional ability been assessed
within time frame of the ICP
Yes 0 No 0 N/A 0
Is there evidence of reassessment (If applicable) Yes 0 No 0 N/A 0
Care Management documentation in interdisciplinary notes
Care plan recorded in notes	 Yes El No 0 N/A 0
Care plan re-evaluated in notes	 Yes 0 No 0 N/A 0
Referral actioned within time frame of ICP 	 Yes 0 No 0 N/A 0
Orthopaedic and Elder care Collaboration in interdisciplinary notes
Date referred to Elder care
	 	 N/A 0
Date assessed by Elder care 	
 N/A 0
Date transferred to Elder care 	 N/A 0
Team Collaboration in Interdisciplinary notes.
Evidence of discharge plan made within 	 Yes 0 No 0 N/A 0
48 hours of admission
Evidence of interdisciplinary goals documented.
	 Yes 0 No 0 N/A 0
Discharge (Interdisciplinary notes)
Patient consent to discharge/transfer recorded Yes CI No El NA 0
Carer / Family consent to discharge /transfer recordedYes 0 No 0 NA 0
Professionals recorded consent to discharge/transfer Yes CI No 0 NA 0
Evidence of discharge education
	 Yes 0 No 0 NA 0
Variances recorded as why planned discharge
	 Yes CI No El NA CI
did not occur
Record Variances (Interdisciplinary notes)
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Appendix Twelve
A&E AND ORTHOPAEDIC INTEGRATED NOTES
FRACTURED NECK OF FEMUR
TABLE OF CONTENTS
	 Page No
Admission Details	 398
Admission to A&E (ICP)	 399
A&E/Orthopaedic Nursing Assessment	 400
Waterlow Assessment 	 401
Manual Handling Assessment
	 402
Clerking Notes	 403
Interdisciplinary Pre-functional Social Risk
	 404
Indicators and Social Services Referral Form
Abbreviated Mental Test
	 407
Pre-Operation (ICP)
	 408
Results Form
	 409
Anaesthetic Record (Incomplete)
	 410
Operating Theatres Care Plan (Incomplete)
	 411
Consent Form	 412
Operation Notes
	 413
Integrated Care Pathway (ICP)
	 414
Discharge Criteria
	 435
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ADMISSION DETAILS
PATIENT DETAILS
Surname:
First names:
Home Address:
Postcode:
	
Telephone:
D.o.B:	 Age:
Marital Status:
Occupation:
Religion:	 Practicing:
Yes/No
First Language:	 Speaks English:
Yes/No
Ward:
Consultant:
Named Nurse:
Hospital No:
Date of Admission: Patient's Own drugs:
Did the patient bring any of their
own drugs into Hospital?
	 Yes/No
Stored on ward by:	 Date:
Checked by Pharmacist: 	 Date:
Returned to Patient by:	 Date:
If not, why not?
Patient's Consent
Reason for Admission:
Provisional Diagnosis:
Confirmed Diagnosis:
Allergies:
Medical History: Any Special needs:
NEXT OF KIN / SIGNIFICANT OTHERS
Name Relationship Address Telephone Aware of
Admission
General Practitioner:
Address:
Telephone:
Valuables:
Retained by:
Entered on Computer:
By:
Date:
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Waterlow Assessment Guide
Date:
Hosp: 	
Ward:
PATIENT IDENTIFICATION
STICKER
CIRCLE AS MANY SCORES THAT APPLY FOR EACH CATEGORY
Build / Weight for Height	 I Skin Type of Visual Risk Sites
Average 0 0 0 0 Healthy 0 0 0 0
Overweight 1111 Tissue paper 1111 
Very Overweight 2222 Dry 1111 
Underweight 3 3 3 3 Oedematous 1111
Continence Clanuny(pyrexia) 1111 
Complete / Catherised 0 0 0 0
Discoloured - blanching hyperaemia 2 2 22
Occasional Incontinence 1111 
- hyperaemia non-blanching 22 2 2
Catheter / Incontinent of feces 2 2 2 2
Broken/Spot 3333 
Doubly Incontinent 3 3 3 3
Special Risks / Tissue Malnutrition Mobility
eg. Terminal Cachexia 8888 Fully 0000 
Cardiac Failure 5 5 5 5 Restless / Fidgety 1111 
Peripheral Vascular Disease 5 5 5 5 Apathetic / Depressed 2222 
Anaemia 2 2 2 2 Restricted (Drips and/or Drains) 3 3 3 3
Smoking 1111 Inert / Traction (NB post major surgery) 4 4 4 4
(Wheel) Chair Bound 5555 
Neurological Deficit SEX / AGE Appetite
Eg. Diabetes, M.S., C.V.A., Motor Sensory Male 1111 Good / NG feed / 0 0 0 0
paraplegia. Score 4,5, or 6 Female 2 2 2 2 TPN
Major Surgery/Trauma 14-59 1111 Poor (Half of meals) 1111 
Orthopaedic 50-64 2 2 2 2 Very Poor (Quarter of
Below Waist. Spinal 65-74 3 3 3 3 meals) 2 2 2 2
On table > 2 hours 5 5 5 5 75-80
81+
4444
5555
NB. M.T.B. Fluids
Only 3 3 3 3
Medication
Steroids. Cytotoxics
High Dose Anti-inflammatory 4 4 4 4
PERFORM INTIAL ASSESMENT WITHIN TWO HOURS OF ADMISSION AND THEN
WEEKLY, UNLESS THERE IS ANY CHANGE IN THE CLIENTS CONDITION.
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INAME;
	
HOSPITAL NO: 
	
WARD: 
PATIENT HANDLING ASSESMENT
[INTIAL COLUMS AS APPROPRIATE]
DATE:
Walking Self-Care
One Staff Assist
Two Staff Assist
Zimmer/Stick/Crutches
Not Appropriate
Wheelchair >1 Om
Standing
up from
chair
Self- Care
,
Supervision Only
One Staff Assist
Two Staff Assist
Supervision Only
Toileting Self-Care
One Staff Assist
Two Staff Assist
Commode
Bedpan
Chair
To
Chair
Self-Care
Supervision Only
One Staff Assist
Two Staff Assist
Transfer Board
Hoist
Sitting /
Moving
In bed
Self-Care
,
Electric bed
2+Staff&Slide Sheet
Hoist
Not Appropriate
Rolling
In Bed
Self-Care
One/Two Staff
>2 Staff (please specify)
Bed to
Bed
Self-Care
Patside/Easi-Glide
Hoist
Bathing Self-Care
,
Minor Assist
Bath Hoist
Shower/Trolley/Chair
Not Appropriate
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Continuation Sheet Name
Case No:
Addresograph label if available
Date
403
Sign & Date
404
INTERDISCIPLINARY PRE-FUNCTIONAL / SOCIAL RISK INDICATORS
AND SOCIAL SERVICES REFERRAL FORM
Patients Name:
Hospital Number:
Consultant:
FAX TO SOCIAL SERVICES
Borough
	
Referrer Name &Status	 Signature & Date
SAFETY & MAINTENANCE
Community Services on Admission
Contacts Name Telephone Aware
Admission
Frequency & Task Signature &
Date
Home Care
Meals on
Wheels
Care
Manager
OT
District
Nurse
Information from London Ambulance Service
Social Situation
Marital Status
Lives Alone
Lives with Following
Health & Needs of Carer
Significant Others
Financial (Are there any financial problems)
Type of Accommodation * Flat/ House/ Hotel/
Owned By
Location of Key Holder
Access (External)
Access (Internal )
Facilities
(Heating, Telephone, toilet facilities, adequate cooking, carpets)
Layout of Accommodation
(No & use of rooms, layout)
Environment Sign & Date
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Patients Name:
Hospital Number:
Consultant:
Daily Living Skills- Prior to Admission (Including Equipment/Aids) Sign & Date
Mobility
indoor
outdoors
Bed Transfer
Toilet Transfer
Chair Transfer
Bath Transfer
Personal Care
Cooking / Hot Drink
Laundry & Cleaning
Shopping
Manual Dexterity
Sign & Date
Sight
Hearing
Speech
Anxiety, Mood,
Coping Skills
Sign & Date
Relevant Information
Obtained from Patient,
Carer, Community Service
Problems Identified Prior to Admission & Date Sign & Date
Patients Name:
Hospital Number:
Consultant:
Sign & Date
Cognition
(Long & Short term)
Sign & Date
Learning Difficulty
Psychiatric Problems
Disability
Any Other Special Needs
COMMUNICATION
Patient aware that referral has been made to social services Yes/ NO
FAX FORM TO SOCIAL SERVICES
Date Received by Social Services 	 Date Acknowledgement Letter sent
Action by Social Services/ Duty Assessment/ Access and Information
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ABBREVIATED MENTAL TEST
Each question is equal to one mark
Patients Name
Hospital Number
Consultant
1. What is your age ?
2. What time is it ? (to the nearest hour)
3. The following address should be recalled by the patient at the end of the test.
The address should be repeated by the patient to ensure that it has been heard
correctly. 45 Bold Street
4. What year is it ?
5. What is the name of this hospital
6. Recognition of two people (Nurse, doctor, patient)
7. What is your date of birth?
8. What was the date of the first World War ? (or appropriate alternative)
9. Name the present Monarch? (or appropriate alternative )
10. Count backward from 20 -1
3.	 What was the address ?
Total Score (Out of 10) 	  (One point for each correct answer)
( A score of 7 or less is suggestive of cognitive impairment )
Signature
	
Date
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H B
WBC
Platelets
Other
INR
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RESULTS
Patients Name
Hopital Number
Consultant
Date &
Time
HAEMATOLOGY
BIOCHEMISTRY
Sodium
Potassium
Creatinine
AST
Total
Bilirubin
Alk.Phosph
arte
Total
Protein
Albumin
Amylase
Calcium
Signature
Preoperative diagnosis Ward/Dept. Surname HOSPITAL No.
beaded operation Race Forenames Age
	 Sex
Drugs taken
Sensitivities / allergies:
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AESTHETIC RECORD
PREOPERATIVE ASSESSMENT
A.S.A. PHYSICAL STATUS
	
1
	
2
	
3
	
4
	
5
(please circle) 
History Clinical findings
Teeth
Height 	 cms
Weight 	 kg
Temp 	 1°C
Pulse... ...... ....... ...... ../min
BP 	
 mmHg Resp.
	 	 /min
Smoking habits.
	
	  Sputum 	
Results of relevant investigations:
Hb 	
 ACID-BASE STATUS (AIR):
Sickle 	 	 PH 	
Urea.	 	
 PaCO2 	
B Sugar 	
 Pa02 	
Na+	 	  HCO3 	
K+ 	
 Vital Capacity 	
C1... 	
OCR 	
	  FEV1 	
FEWFVC 	
PEFR-
ECGPredicted.... ..... ... 	
URINALYSIS
Sugar 	
Ketones 	
Other	 Protein 	
Blood cross matched:
YES/NO
	
Number of Units
Premedication :
Drugs:
Time... .. .......... ....... ...... ...
Date.......... ........ .... ........ Signed
	
(to be completed by the nurse administering premedication)
Date 	
Signed....... .. ...... ............... ........... 	
Type of Anaesthetic given: 	 General
	
D
Epidural
	 7
Spinal
Local
	 7
Eyes Padded and
taped closed?
YES	 I-1
I.V. Line(s)
Arterial
Lines
	
C.V.P.
N.G. Tube
..n•n11.NO
Operating Theatres
Care Plan
Date of Operation
	
Patient's Surname
	
Forename 	
Hospital
	   
Attach
Addressograph
Here
Anaesthetic Sheet
(Pre-operative care plan)
Anaesthetic Nurse / ODA.	
Other
-
Patient Airway maintained via:
	
E.T. Tube
Laryngeal Mask	 n
Other 	
411
CONSENT FORM
For medical or dental investigation, treatment or o eration 	 .7(1
Health Authority 	
Patient's Surname 	
Hospital
	
Other Names 	
Unit Number 	 	 	 Date of Birth ................ ....................... .......................... .
Sex: (please tick)	 Male	 Female
DOCTORS OR DENTISTS (This part to be completed by doctor or dentist. See notes on reverse)
Type of operation, investigation or treatment for which written evidence of consent is considered appropriate
I confirm that I has e explained the operation, investigation or treatment, and such appropriate options as are available and the
!we of anaesthetic, if any (general/locaUsedation) proposed, to the patient in terms which in my judgement are suited to the
understanding of the patient and/or to one of the parents or guardians of the patient.
Signature	 	 Date 	  
Name of the doctor or dentist 	
PATIENT/PARENT/GUARDIAN
I	 Please read this form and the notes ciN erleaf very carefully 
2	 If there is anything that y ou don't understand about the explanation. or if you want more information, you should ask
the doctor or dentist
3	 Please check that all the information on the form is correct. If it is, and you understand the explanation, then sign the
form
lam the patient / parent /guardian (delete as necessary)
!agree	 • to w hat is proposed v‘ Inch has been explained to me by the doctor/dentist named on this form_
• to the use of the type of anaesthetic chat I have been told about
I understand
	
• that the procedure may not be done by the doctor/dentist who has been treating me so far
• that an procedure in addition to the investigation or treatment described on this form will only be
carried out if it is necessary and in my best interests and can be justified for medical reasons
I hale told	 •	 the doctor or dentist about the procedures listed below I would not wish to be earned out with
my ha% ing considered them first
Signature
Name
Address
rif not the patient)
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Continuation Sheet Name
Case No:
Addresograph label if available
Date
413
Patients Name	 Hospital Number
Care
Category
Date Signature &
Initials
Progress / Variance and Time of Specific Intervention
,
Medical
Medical Assessment completed
by Registrar
a.m p.m night
Nursing Check Referral form
faxed to social services
TPR BP NVS Sa02 recorded
according to patient condition
Cognitive status recorded
Wound dressing checked &
repaded as required
Redivac checked & amount
recorded on fluid balance
Urine passed
Assessed for urine retention.
Pressure area care 	 hrly
Skin assessed & changes
recorded
Heels-blanching/non-blanching
recorded
Breathing & leg exercises
instructed
TEDS below knee in place
Re-assessment for cot sides
recorded
Hip precautions maintained
for hemiarthroplasty
,
Physio-
therapy
Bed rest
Problem list completed
Chest assessment completed if
appropriate
Physio Name
Drugs/
WI's/
Pharmacy
IVI fluids given
FBC maintained
Pain assessed & analgesia given
Cefuroxime 8 hrs 16 hrs given
02 prescribed given 	 litres
Nausea assessed
Diet Fluids & diet commenced as
tolerated
Named Nurse- Initials are Satisfactory Next to Care Given But One Full Signature Is Required per Shift
AM PM I NIGHT
CONTINUE VARIANCE OVERLEAF POST-OPERATION
414
ACTIVEDATE NO RESOLVE
PHYSIOTHERAPY
PATIENT NAME 	  DOB	
DATE NO GOALS SET
TIME
REACH
TIME
INTIAL
DATE NO TREATMENT PLAN INTIAL
415
Patients Name	 Hospital Number
fore Category Date Signature &
Initials
Progress /Variance &
Time of Specific
Intervention
Nolo-
Therapy
Post op instructions checked
Check x-ray required prior to mobilising
Yes/No
Physio assessment
Chest assessed — appropriate chest physio
provided
Circulation assessed
Calf palpation
Sensation assessed
Neurology assessed
DF present Yes/No
Obs.
Hb checked
ROM assessed- Hip Flexion
Hip Abduction
(If hemi-flexion not > 90 degrees 	 degrees
adduction)
Muscle power assessed- Quads
Abduction
Treatment
Prophylactic chest & circulation exercises
taught
Active assisted hip flexion
Abduction
Quads exercises
Hip precautions emphasised if hemi.
Transfers/ Mobility
Sit out of bed with assistance of
I 2 persons with zimmer..
Complete Manual Handling
Asessment
n
PHYSIOTHERAPY ASSESSMENT DAY ONE
416
Patients Name	 Hospital Number
Care
Category
Date Signature
& Initials
Progress/ Variance & Time of Specific Intervention
•
Medical
Medical Review
FBC
U&E
a.m p.mnight
Vursing Bed bath given
TPR BP NVS QDS Sa02
recorded
Cognitive status recorded
Wound dressing checked &
repadded as recquired
Pressure area care 	 hrly
Drains removed
TEDS reapplied
Breathing & leg exercise
instructed
Urine passed
Asessed for Urine retention
Physio-
Therapy
Refer to assessment at the
back of page.
Drugs/
1V1V
Pharmacy
Pharmacy checked
Pain assessed & analgesia given
(Must be given 08.00)
IV! Discontinued
Diet
IAssessed
Normal diet & Fluids given
for dietician referral
.
Named Nurse- Initials are Satisfactory Next to Care Given But One Full Signature Is Required per Shift
AM PM NIGHT
CONTINUE VARIANCE OVERLEAF DAY ONE
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Patients Name	 Hospital Number
Care
Category
Date Signature
& Initials
Progress/ Variance & Time of Specific Intervention
Medical
Medical Review
Hb Results Checked
a.m p.m night_
Nursing Check Referral form
faxed to social services
Hygiene assistance given
TPR BP NVS QDS recorded
Pressure area care 	  hrly
Skin assessed & changes
recorded
TEDs reapplied
wound dressing reduced
urine passed
Venflon removed
Hip precautions maintained
for hemiarthroplasty
Physio-
Therapy
Physio assessment & treatment
continued
Manual Handling Assessment
Completed
Transfers Mobility
Transfers with assistance
supervision of 1-2 people
using 	
Hip precautions maintained for
hemiarthroplasty
Occupational
Therapy
Medical Notes Checked: PMH;
SH; Post-op instructions
Initial Interview
Hip precautions booklet/advice
if hemi.
Drugs/
IlTs/
Pharmacy
Pharmacy checked
Pain assessed & analgesia given
(must be given 0800)
Diet Normal diet & Fluids given
Supplements given if recquired
..	
Named Nurse- Initials are Satisfactory Next to Care Given But One Full Signature Is Required per Shift
AM PM I NIGH T
CONTINUE VARIANCE OVERLEAF DAY TWO
418









Patients Name Hospital Number
Date
	 Signature
& Initials
Care
Category
iledical
Medical Review
Progress/ Variance & Time of Specific Intervention
a.m p.m night
Nursing
Physio-
Therapy
Hygiene assistance given &
progress recorded
Daily TPR BP recorded
Pressure area care 	 hrly
Skin assessed &changes
recorded
Wound assessed & changes
recorded
TEDS reapplied
Hip precautions maintained
for hemiarthroplasty 
Physio assessment & treatment
continued
Manual Handling Assessment
Completed
Transfers Mobilit)
Transfers with assistance
supervision of 1-2 people
using 	
Hip precautions maintained for
hemiarthroplasty
Occup.
Therapy
Refer to back of page for
ongoing assessment/
rehabilitation
Drugs/I VI 's
Pharmacy
Diet
Pain assessed & controlled
Pharmacy checked.
Normal high protein/
supplements diet given
(Please circle)
Discharge
Plan&
Soical
Services
Collaboration occurred with
care manager
Named Nurse- Initials are Satisfactory Next to Care Given But One Full Signature Is Required per Shift
AM
	
IPM
	
NIGHT
CONTINUE VARIANCE OVERLEAF DAY EIGHT
* Sensory
Vision, hearing, perception
* Cognitive
Memory, Comprehension
Attention, Problem Solving
Orientation, Sequencing
Ability to follow instructions
* Intrapersonal
Motivation, Mood Anxiety
* Interpersonal
Interaction, Ability to
communicate
* Self maintenance
Sleeping,
Washing,
Dressing
Toileting
Skin care
Adaptations & equipment
Domestic Activities
Mobility
* Work/ Productivity
Work simplification, Adapted
equipment, environmental
adaptations, Care of partner
other
* Leisure
Fatigue, concentration,
community home activities,
transport
* Environment
Support systems, equipment,
cultural, factors
Patients Name	 Hospital Number
(are
Category
Date Signature
& Initials
Progress /Variance & Time of Specific Intervention
Om
Therapy
*Motor
Transfers
Mobility
Activity tolerance/level
Coordination, Pain, Fatigue
OCCUPATIONAL THERAPY DAY EIGHT
429
Patients Name	 Hospital Number
Care
Category
Date Signature
& Initials
Progress/ Variance & Time of Specific Intervention
Medical
-
Medical Review
Discharge letter completed
TTA's prescribed
a.m p.m night
Nursing
-
Hygiene assistance given &
progress recorded
Daily TPR BP recorded
Independent with pressure care
Skin assessed & changes
recorded
Wound assessed
TEDS reapplied
Hip precautions maintained
for hemiarthroplasty
Physio-
Therapy
-
Physio assessment & treatment
continued
Manual Handling Assessment
Completed
Transfers Mobility
Transfers with assistance
supervision of 1-2 people
using 	
Hip precautions maintained for
hemiarthroplasty
Occup.
Therapy
-
Home visit (ifindicated) if
independently mobile able to do stairs
Refer to back of page for
ongoing assessment /
Rehabilitation
.
Drugs/I VI's
Pharmacy
Pain assessed
Pharmacy checked.
Diet
-
Normal high protein/
supplements diet given (Please
circle)
Discharge
Plan&
Social
Services
MDT contacted regarding
discharge plans
amed Nurse- Initials are Satisfactory Next to Care Given But One Full Signature Is Required per Shift
AM
	
PM
	
'NIGHT
CONTINUE VARIANCE OVERLEAF DAY NINE
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Patients Name Hospital Number
Care
	 Date	 Signature	 Progress /Variance & Time of Specific Intervention
Category
	 & Initials
Home visit (if indicated) if
independently mobile/able to do stairs
*Assess abilities in home
environment
Fit equipment if appropriate
*Reinforce safe
mobility activities within the
home.
If appropriate discuss
precipitating factors which may
have caused fall)
* If indicated discuss
reorganisation offurniture
*Identi6) confirm support needs
with patient/family
Liaise with ward staff
Re : outcome of home visit:
Document Home-visit
Liaise with Care Manager
Re : needs on discharge
If appropriate order outstanding
equipment
Therapy
OCCUPATIONAL THERAPY DAY NINE
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Patients Name	 Hospital Number
Care
Category
Date Signature
& Initials
Progress/ Variance & Time of Specific Intervention
Medical
Medical Review
a.m_p.m night
Nursing Hygiene assistance given &
progress recorded
Daily TPR BP recorded
Independent with pressure care
Skin assessed & changes
recorded
Wound assessed
TEDS reapplied
Clips removed if healed
Valuables checked
Keys checked
Hip precautions maintained
for hemiarthroplasty
Physio-
Therapy
Physio assessment & treatment
continued
Manual Handling Assessment
Completed
Transfers Mobility
Transfers with assistance /
supervision of 1-2 people
using 	
Hip precautions maintained for
hemiarthroplasty
Occup.
Therapy
Ongoing rehabilitation
Confirm with social services
equipment store outstanding
equipment delivery date
Drugs/IVI's
Pharmacy
TTA's dispensed
Pharmacy checked.
-
Diet Normal/ high protein/
supplements diet given (Please
circle)
Discharge
Plan &
Social
Services
Discharge criteria checked &
recorded
Ward
Admin
Transport booked
Out-patient appointment booked
6/52 if requested
Named Nurse- Initials are Satisfactory Next to Care Given But One Full Signature Is Required per Shift
AM
	
PM
	
NIGHT
CONTINUE VARIANCE OVERLEAF DAY TEN
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Patients Name	 Hospital Number
Care
Category
Date Signature
& Initials
Progress/ Variance & Time of Specific Intervention
-
Medical
Medical Review
a.m p.m night
-
Aursing Hygiene assistance given &
progress recorded
Daily TPR BP recorded
Independent with pressure care
Skin assessed
TEDS reapplied
Valuables Checked
Keys Checked
Discharge Criteria Completed
Physio-
Therapy
Physio assessment & treatment
continued
Manual Handling Assessment
Completed
Transfers Mobility
Transfers with assistance
supervision of 1-2 people
using 	
Hip precautions maintained for
hemiarthroplasty
Repeat stairs if required for
discharge
Follow up community physio
reacquired Yes/ No
Discharge Criteria Completed
Occup.
Therapy
Final check with social services
re: delivery of equipment
Liaison with Care Management
re: commencement of support
services
Post-discharge follow-up home
visit arranged if indicated
Discharge Criteria Completed
Drugs/IVI's
,Pharmacy
TTA's & PODs issued.
Diet Normal/ high protein
supplements diet given (Please arcle)
Discharge
Plan &
Social
Services
Discharge outcome criteria
met & recorded
ll'ard
.Admin
Discharge summary faxed to GP
Discharged on PAS
Named Nurse- Initials are Satisfactory Next to Care Given But One Full Signature Is Required per Shift
[AM	 I PM INIGHT
I
CONTINUE VARIANCE OVERLEAF DAY ELEVEN
433
Patients Name	 Hospital Number
Care
Category
Date Signature
& Initials
Progress/ Variance & Time of Specific Intervention
iledical
Medical Review
a.m_p.m night
lursing Hygiene assistance given &
progress recorded
Daily TPR BP recorded
Independent with pressure care
Skin assessed
TEDS reapplied
Valuables Checked
Keys Checked
Discharge Criteria Completed
Physio-
Therapy
Physio assessment & treatment
continued
Manual Handling Assessment
Completed
Transfers %lobilit)
Transfers with assistance
super-% ision of 1-2 people
using 	
Hip precautions maintained for
hemiarthroplasty
Repeat stairs if required for
discharge
Follow up community physio
reacquired Yes, No
Discharge Criteria Completed
Occup.
Therapy
Fula check with social services
re- delivery of equipment
Liaison with Care Management
re commencement of support
services
Post-discharge follow-up home
visit arran ged if indicated
Discharge Criteria Completed
-
Drugilli l's
Pharmacy
TTA's & PODs issued.
-
Diet Normal high pr tem
supplements diet f.7.1% en Pr
Discharge
Plan &
Social
Services
Discharge outcome criteria
met & recorded
Hard
4dmin
Discharge summary faxed to GP
Discharged on PAS
.
LNamed Nurse- Initials are Sattsfactor, Nest to Care Gott' But One kill S vnature Is Required per Shift
4.11 PM SIGHT
CONTINLE VARIANCE OVERLEAF DAY TAN ELVE
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Interdisciplinary Discharge Outcome Criteria for Transfer to Elder Care
The named nurse is responsible for the co-ordination of the discharge.
All team members are responsible for completing the relevant sections.
Patients who require complex care packages should not be discharged on a Friday
Nursing
Confirmed Sig.& Date Conformed
start date
Sig & Date
Pain controlled
Wound healing
Patient / Carer understands pressure relieving techniques &
appropriate equipment in place.
Patient	 Carer instructed & advised re:medication
Care Management
Care manager assessment completed
Needs assessment completed & care plan agreed with patients (
Risk assessment carried out- environmental, carers, home-carers,
physical health, mental health, safety & abuse
Relatives	 Carers and essential community agencies made aware
of discharge arrangements & of available assistance should the
discharge fail
Physiotherapy
Patient can transfer safely & independently with appropriate
mobility aid within agreed discharge environment
Patient can	 mobilise	 safely&independently with	 appropriate
mobility aid V% ithin agreed discharge environment.
Occupational Therapy
All essential equipment in situ at home
All essential recommendations carried out at home
Independent in mobility
Independent in transfers
Independent in stairs
Interdisciplinary Team
Carers	 Family agreed to the discharge date
All members of multi-disciplinary team contacted & agreed to
the discharge date
Occupational Therapist
Ph)siotherapist
Care Manager
Named Nurse
Community health & social services start & referrals made and
accepted.
Community Occupational Therapist
Community Ph) siotherapist
District Nurse
Home Care i
435
Interdisciplinary Discharge Outcome Criteria for Transfer to Elder Care
The named nurse is responsible for the co-ordination of the discharge.
All team members are responsible for completing the relevant sections.
Interdisciplinary Team
Confirmed Sig.& Date Conformed
start date
Sig.& Date
Carers	 Family agreed to the discharge date
All members of interdisciplinary team contacted & agree patient
will recquire longer period or rehabilitation than ICP time frame d
Occupational Therapist
Physiotherapist
Care Manager (if appropraite)
Named Nurse
All team members are aware of the tranfer date
Occupational Therapist
Physiotherapist
Care Manager (if appropraite)
Named Nurse
Patient aware of transfer date
Family aware of tranfer date
436
Fractured Neck of Femur
INTERPROFESSIONAL
DISCHARGE MODEL
INTEGRATING
PRACTICE
437
Accident and
Emergency ICP
Collect Information from
Ambulance Crews Using
designated form
If suspected Fractured
Neck Of Femur.
Begin Integrated Care
Pathway (ICP)
438
Bleep
Othopaedic
Trauma
Nurse
Bleep Orthopaedic
Discharge Nurse
-) InterprofessionalFunctional
Assessment
Orthopaedic Discharge
Nurse completes Functional,
Cognitive Assessment
-4 Transfer to
Ward
Continue with shared
Nursing Care Plan,
Liase with General
Practitioner, Home Care,
Social Services and
Relatives
Manual Handling,
Waterlow Assessment
Continue ICP
439
Continue with
-÷ ICP and
Evaluate
Goals and
Variances
Ensure Discharge Plans
made with 5 days.
Continue to Evaluate
Goals and Variances
-4 Evaluate at
Geriatric
Orthopaedic
Meeting
Continue ICP
Continue with
ICP and
Evaluate Goals
and Variances
Begin Physiotherapy
assessment as appropriate,
Occupational Therapy
Assessment as appropriate.
Interprofessional functional.
assessment.
Set Interprofessional and
patient goals.
Fax Interprofessional
Assessment to Social Services
440
Continue
Discharge
Outcome
Criteria
-4 Discharge -, InterProfessional
Audit
441
